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Abstract 
The Active Ageing Policy Framework was introduced by the World Health 
Organisation (2002) as a more inclusive model of successful ageing. Active ageing is a 
holistic perspective that embraces successful, healthy and productive ageing, taking into 
account a broad range of factors that contribute to the quality of life and wellbeing of older 
adults. Active ageing plays an important role in healthy ageing agendas worldwide and has 
been rigorously promoted at the local and policy level. Despite the importance of active 
ageing as a policy concept, research into active ageing is still in its infancy. As a result, there 
is currently no quantitative standard to assess and measure active ageing at the individual 
level, and the meaning and relevance of active ageing to older adults is unclear. Researchers 
have expressed concerns that active ageing policies may marginalise people that do not live 
up to policy ideals (Ranzijn, 2010), and have called for a universally accepted definition of 
active ageing (Boudiny & Mortelmans, 2011; Bowling, 2008, 2009; Walker & Maltby, 
2012). 
This thesis addressed shortcomings in the literature and aimed to further 
understandings of active ageing by exploring the concept in both an Australian and cross-
cultural context. A mixed methods research design was employed using quantitative data 
from two Australian longitudinal studies: The Australian Longitudinal Study on Women’s 
Health (ALSWH) and the Health in Men Study (HIMS); as well as qualitative data derived 
from focus groups conducted with Australian and Portuguese older adults. The thesis 
introduction, aims and objectives are outlined in Chapter 1, followed by Chapter 2 which 
reviewed early and contemporary theories of successful ageing and introduces active ageing 
as a preferred policy concept.  
Chapter 3 (Study 1) aimed to reflect the determinants of active ageing using survey 
variables from the ALSWH and HIMS. Exploratory and confirmatory factor analyses 
indicated a reconfiguration of active ageing determinants into five factors that provided 
acceptable fit to the overall data: Physical Health, Healthcare Accessibility, Falls, 
Psychosocial, and Social Environment. Due to the reliance on predetermined questionnaire 
items that are not intended for the measurement of active ageing, and the difficulty of 
replicating the study in another sample, the next logical step in this thesis was to consult with 
older adults about how they viewed active ageing. 
Chapter 4 and 5 outline the findings from four Australian focus groups (Study 2) and 
three Portuguese focus groups (Study 3) that examined older adults perceptions of active 
ageing and opinions about the health, social, and financial resources in their country. These 
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studies indicate that active ageing is a meaningful concept and is understood in terms of four 
broad and often interrelated themes: Psychological Factors, Social Roles and Activity, Mental 
Function and Activity, and Physical Health and Function. Across all groups, subjective 
variables were shown to be important to conceptualisations of active ageing.  
Chapter 6 (Study 4) is a cross-cultural comparison of themes that were identified in the 
Australian and Portuguese focus groups. Analyses indicated that while general themes were 
similar, unique cultural variants were identified in subthemes. For example, both Australian 
and Portuguese older adults reported attitude and personal coping to be important for active 
ageing. However, Australians were more likely to report themes that were related to 
functional independence, whereas Portuguese older adults frequently reported the importance 
of group solidarity. While active ageing was not explicitly conceptualised in terms of socio-
economic or environmental factors, these were considered to impact quality of life in each 
sample.  
Finally, Chapter 7 outlines a general discussion of the results, limitations, and 
implications of this active ageing research. This thesis offers valuable insight into the 
importance of including subjective measures of attitude, coping, and personal goals into 
future definitions and measurements of active ageing. The findings contribute to the 
understanding of how cultural and environmental factors influence conceptualisations of 
active ageing, and demonstrate the importance of active ageing policies and programs that 
take a culture-based approach. 
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Chapter 1: Introduction 
 Population ageing is a global phenomenon that is of growing concern as the baby 
boomer generation (born between 1946 and 1964) reaches retirement age. Like many 
developed countries, Australia’s population is expected to age rapidly over the coming years 
(ABS, 2014; Productivity Commission, 2013). Since 1994, the proportion of people aged 65 
years and older has increased from 11.8% to 14.7%, and the number of people aged 85 years 
and over has increased from 1.0% to 1.9% (ABS, 2014b). By 2030, Australia is expected to 
join Japan, Italy, Portugal, Greece, Sweden and Hong Kong whereby the number of people 
aged 65 years and over exceeds those younger than 14 (ABS, 2014). Population ageing can 
be attributed to increased longevity, decreased fertility rates, and migration (Anderson & 
Hussey, 2000). During the 20th century in many developed countries, the average human life 
expectancy at birth has increased considerably (Vina, Borras, & Miquel, 2007). This is due to 
medical and social improvements that have resulted in decreased infant mortality rates, 
decreased mortality due to infectious disease, the discovery of vaccines and antibiotics, and 
improved nutrition (Bishop, 1999; Blackburn & Dulmus, 2007; Vina et al., 2007). Since 
1881-1890 Australia’s life expectancies have increased by over 30 years (ABS, 2011). In 
2011, the ABS estimated the life expectancy for newborn babies (born between 2007-2009) 
to be 79.3 years for males and 83.9 years for females. This demographic transition is 
expected to create social, health and economic challenges for societies worldwide. Thus 
ensuring older adults are living healthy and active lives at advanced ages is a global priority. 
Population ageing impacts a population’s economic growth and government finances, 
due to reductions in labour market participation and the proportion of working aged people 
supporting those over the age of 65 years. According to the Australian Intergenerational 
Report (Swan, 2010), labour force participation is expected to fall from 65 per cent (as at 
2010) to less than 61 per cent by 2049-2050. Further, the proportion of working aged people 
to support each Australian aged 65 years and over is projected to fall from 5 to 2.7 people by 
the year 2050. These demographic changes will not only impact Australia’s economic 
growth, but will place considerable strain on age-related pensions and payments. Pensions 
and security systems constitute a significant proportion of national social expenditures across 
the developed world (Walker & Maltby, 2012). In Australia, it is estimated that more than a 
quarter of government spending is directed to health, pensions and aged care, the proportion 
of which is expected to significantly increase as baby boomers reach retirement age (Swan, 
2010). It is in this light that the future sustainability of these services is called into question 
(Walker & Maltby, 2012).  
 15 
Increased longevity is expected to create challenges for health systems that address 
the needs of older adults at the community level (WHO, 2011a). There will be increased 
demand for higher quality healthcare and long-term care associated with degenerative 
conditions (e.g. dementia), as well as a greater need for health-care and other professionals 
(e.g. social workers) that are trained in gerontology (Swan, 2010; WHO, 2011a). WHO 
(2004) argues that it is important professionals are trained in the diagnosis and management 
of the ‘four giants’ of geriatrics (i.e. memory loss, urinary incontinence, depression and 
falls/immobility), as well as the prevention of chronic conditions that are common in later 
life. To relieve some of these burdens, in recent years there has been strong policy focus on 
health promotion and disease prevention that works on the assumption that improving health 
status will reduce costs to health and social systems (Bowling, 1993).  
Health problems that strike later in life and policy directives 
In the last century there have been dramatic changes in the characteristics of health 
and illness; while infectious diseases were once the number one cause of death, chronic 
diseases are now the leading health burden in the developing world (Fries, 2005; Lozano et 
al., 2012). Olshansky and Ault (1986) refer to this epidemiological transition as ‘the era of 
delayed degenerative diseases’. Since 1900, Australia has seen significant decreases in 
mortality from infectious diseases, respiratory disease and cardiovascular disease, but 
considerable increases in chronic diseases and disabilities that strike later in life (Bishop, 
1999; Blackburn & Dulmus, 2007). Thus, while compression of morbidity has lead to better 
health and increased capabilities of older adults, it has also impacted the quality of life of the 
oldest-old living with non-communicable diseases (NCDs) and disabilities for a greater 
number of years (Avramov & Maskova, 2003). 
NCDs are non-infectious diseases or medical conditions that are of long duration and 
slow progression (WHO, 2013). According to the WHO Global Status Report (2011a), these 
are the leading cause of mortality in people over 60 years of age and, in 2008, were 
responsible for more than 36 million deaths worldwide. The NCDs that pose the greatest 
threat to morbidity in the developed world are cancer, circulatory diseases, mental disorders, 
chronic respiratory conditions and musculoskeletal diseases (WHO, 2011a). NCDs are often 
caused by preventable risk factors. In 2008, 13% of deaths were attributed to raised blood 
pressure, 9% to tobacco use, 6% to raised blood glucose, 6% to physical inactivity, and 5% to 
overweight and obesity (WHO, 2011a). The prevalence of risk factors is shown to differ 
depending on income groups in different countries (WHO, 2011b). In Australia, WHO 
(2011b) estimated that being overweight was the highest risk factor of mortality (64%), 
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followed by raised cholesterol (57%), physical inactivity (40%), raised blood pressure (36%), 
obesity (27%), daily tobacco use (17%), and raised blood glucose (9%). In high income 
countries, addressing risk factors has been shown to prevent the onset of conditions and 
increase life expectancy, however in low income countries, there is little infrastructure in 
place to meet this challenge and the burden of disease is up to four times as high (WHO, 
2012).  
Common NCDs and disabilities associated with advanced age (e.g. sensory 
impairments and musculoskeletal problems), pose significant risks to the quality of life of 
older adults. The ABS (2009) indicated that in 2003-2009, 40% of people aged between 60 
and 69 years and 88% of people aged 90 years and older reported living with a disability. 
Disabilities can lead to difficulties undertaking activities of daily living (ADLs; e.g. self-care) 
and instrumental activities of daily living (IADLs; e.g. activities to maintain independent 
living), and place older adults at risk of social isolation, injury, and death. In light of health 
issues and decline of functional capabilities, older adults have typically been depicted as 
“frail, dependent and a potential drain on taxpayers’ money” (Biggs, Fredvang, & Haapala, 
2012, p. 126). However, research indicates that there is considerable variability in the level of 
decline, and health, functioning and independence are influenced by an individual’s actions 
as well as environmental supports and demands (Kendig, 2004). 
The rise of gerontology as a research discipline has seen a noticeable shift in attitudes 
from older adults being a ‘burden’, to their potential contribution and role within society 
(Biggs et al., 2012). There is now an expectation for older adults to remain in good health and 
maintain active lives. For example, The Australian Institute of Health and Welfare (AIHW; 
2013) argue “good health not only helps older Australians to enjoy a good quality of life and 
to participate fully in the community, but also helps to reduce their demands for health and 
aged care services” (p. 1). Policy directives that promote healthy living in later life outline the 
many biological (e.g. sensory deficits), psychological (e.g. changes to cognition and 
intelligence), and social declines (e.g. social network changes) that are associated with the 
ageing process, whilst emphasising changes to health related behaviours (AIHW, 2000). The 
aim of this informed approach is to encourage older adults to remain independent and utilise 
services that can assist in successful adaption to functional decline (e.g. rehabilitation 
services, the instillation of handrails, aids for hearing and vision). This focus on healthy life 




Successful and active ageing 
Over the last 50 years, successful ageing has been the focus of considerable research 
interest. While the concept has been traced back as far as 44BC to an essay written by Cicero 
on “the nature of good ageing” (Bowling, 1993, p. 450), the understanding of successful 
ageing that is popular today grew out of early work by gerontologists on life satisfaction. 
Although traditionally viewed as a period of decline (Cumming & Henry, 1961), it is now 
largely accepted that people can live independent, healthy and active lives at advanced ages, 
or age ‘successfully’. This shift in the meaning and experience of ageing can be attributed to 
empirical research on older adults who continue to function well despite physical limitations 
(e.g. Strawbridge, Wallhagen, & Cohen, 2002). Fries (2012) refers to this new ‘non-
traditional’ paradigm in gerontology as one that “includes gains as well as losses and which 
posits possible improvement in future human health despite increasing longevity” (p. 1).  
Successful ageing was a term introduced by Havighurst (1961) to explain the 
experience of life satisfaction, and encompasses other terms such as ‘healthy ageing’ ‘ageing 
well’, ‘productive ageing’, and ‘optimal ageing’, that are used interchangeably. Since the 
term was popularised a number of theories and models have been proposed to explain the 
concept (see Chapter 2 for literature review), conceptualising success and ageing as: 
disengagement and withdrawal (Cumming & Henry, 1961), adjustment and life satisfaction 
(Cavan, Burgess, Havighurst, & Goldhamer, 1949; Erikson, 1953; Havighurst, 1948; 
Neugarten, Havighurst, & Tobin, 1961), maintenance of middle age activities and values 
(Atchley, 1989; Havighurst, 1961; Maddox, 1968), physical and mental function (Rowe & 
Kahn, 1987, 1997; Vaillant & Mukamal, 2001), and strategies for adaptive coping (Baltes & 
Carstensen, 1996). However, there is still a lack of consensus surrounding the definition and 
measurement of successful ageing and no one model fully recognises the multidimensionality 
of the concept (Riley, 1998; Strawbridge, Cohen, Shema, & Kaplan, 1996). 
 In response to the need for a broader concept, WHO (2002) introduced their Active 
Ageing Policy Framework; recognising factors beyond health that affect how individuals and 
populations age. ‘Active ageing’ is a multidimensional concept that is concerned with 
“optimizing opportunities for health, participation, and security in order to enhance quality of 
life as people age” (p.12). This model incorporates aspects that have been shown to be 
important to successful ageing (e.g. health and behavioural factors), while considering the 
physical, social and economic environments in which an individual lives. The WHO model 
overcomes theoretical limitations of successful ageing frameworks that include a narrow set 
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of criteria, and incorporates the key United Nations principles of dignity, independence, 
participation, self-fulfilment and care, to meet the policy demands of population ageing.  
 Recognizing the value of active ageing to the management of ageing populations, the 
concept has been widely promoted by international social policy directives (Buys & Miller, 
2012; Hutchison, Morrison, & Mikhailovich, 2006). Ervik (2006) explains “active ageing has 
become a new catchword on a global scale” (p. 3), and has been promoted by the European 
Union (EU) and Organisation for Economic Co-operation Development (OECD). The EU 
(1999) stresses a life-course perspective, defining active ageing as “adjusting our life 
practices to the fact that we live longer and are more resourceful and in better health than 
ever before, and about seizing the opportunities offered by these improvements” (para. 2). 
While the OECD (2000) stresses the productivity of older people, describing active ageing as 
“the capacity of people, as they grow older, to lead productive lives in society and the 
economy” (p. 126). These early definitions of active ageing highlight the diversity of 
meaning surrounding the concept. 
In recent years, active ageing has been incorporated into healthcare policies around 
the world. An examination of active ageing policy response by Moulaert and Biggs (2013) 
highlights two competing narratives, policies that are concerned with the health and 
wellbeing of older adults and policies concerned with productivity. In Australia, an active 
ageing agenda is placed as a priority under Australia’s Living longer. Living better aged care 
reform (Department of Health and Ageing, 2012). South Australia’s Active Ageing Plan 
2013-2017 and Western Australia’s Senior’s Wellbeing Indicators promote active ageing as 
improvements in physical and mental health, community and social participation, safe living 
environments, employment opportunities, community attitudes, and access to services and 
information (City of Mandurah, 2013; Department for Communities, 2012). In contrast, 
European active ageing policy initiatives such as the OECD’s Live Longer, Work Longer 
agenda and the European Commission’s European Year for Active Ageing 2012 promote the 
productive capacity of older people through active participation, longer employment and 
independence (European Commission, 2012; OECD, 2002). These policies do not fully 
capture the multidimensional nature of active ageing, taking a productivist approach 
focussing on increased employment opportunities or the economic aspects of active ageing 
(Boudiny & Mortelmans, 2011; Clarke & Warren 2007). This emphasis on productivity is not 
surprising considering the concept was introduced in response to concerns about the 
sustainability of pensions and healthcare costs associated with population ageing (Walker, 
2006). However, it is problematic as it places emphasis on older adults to be productive 
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members of society and excludes the majority of retirees who no longer hold paid 
employment (Boudiny & Mortelmans, 2011). 
Due to limited empirical research into the concept, the value of active ageing to policy 
remains unclear. Expectations about active ageing are often defined by policy makers, or 
reflect policy norms that focus on the productivity of older adults (Stenner, McFarquhar, & 
Bowling, 2011). Walker (2006) argues “at the present time active ageing does not amount to 
a coherent strategy and is sometimes just a political slogan used to cover anything that seems 
to fit under it” (p. 84). Researchers stress the need for a universally accepted definition of 
active ageing if policy making is to be effective (Boudiny & Mortelmans, 2011; Bowling, 
2008; Walker & Maltby, 2012). Bowling (2008) suggests lay perspectives (i.e. opinions of 
the general public) are needed to ensure that policies relate to peoples lives. There is a 
growing body of literature examining older peoples perceptions of successful ageing (Duay 
& Bryan, 2006; Iwamasa & Iwasaki, 2011; Knight & Ricciardelli, 2003; Phelan, Anderson, 
Lacroix, & Larson, 2004), however research that examines perceptions of active ageing is 
relatively new.   
Since active ageing was introduced by WHO it has been the focus of much critical 
commentary (Avramov & Maskova, 2003; Boudiny & Mortelmans, 2011; Kalache, 
Aboderin, & Hoskins, 2002; Walker, 2002), however empirical examination of the concept 
has been fairly limited. As a consequence, active ageing research is limited to: a handful of 
studies examining the active ageing perceptions of older adults by way of written definitions 
(Boulton-Lewis, Buys, & Lovie-Kitchin, 2006; Bowling, 2008, 2009; Buys & Miller, 2006), 
and individual interviews (Buys et al., 2008; Buys, Aird, & Miller, 2012; Clarke & Warren 
2007; Stenner et al., 2011); studies that have attempted to empirically validate the active 
ageing model (Buys & Miller, 2012; Paul, Ribeiro, & Teixeira, 2012; Zaidi et al., 2013); 
studies examining specific determinants of active ageing, such as living environments 
(Annear et al., 2014; Tomaszewski, 2013; Zeitler, Buys, Aird, & Miller, 2012), and economic 
determinants (Hirai, Kondo, & Kawachi, 2012); and one study that explicitly examined active 
ageing from a cross-cultural standpoint (Cloos et al., 2010). Many of these studies do not 
address important dimensions of the active ageing model, such as the availability of resources 
in different cultural contexts and the influence resources have on active ageing. Further 
research is needed in these areas in order to realise the potential of active ageing as a policy 
concept. 
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There is concern that active ageing policies do not coincide with the experiences of 
older people and may marginalize those who do not live up to policy ideals (Ranzijn, 2010). 
Research by Buys and colleagues (2008, 2012) indicates that older adults with intellectual 
disability relied on service providers to promote active ageing environments, due to 
inadequate support networks. Bowling (2009) found ethnically diverse populations were less 
likely than ethnically homogenous populations to define active ageing as incorporating 
physical health and fitness, and were significantly less likely to rate themselves as ageing 
actively. While Cloos et al. (2010) found factors important for active ageing (e.g. healthcare 
and social services) to be unequally distributed among older adults among six Caribbean 
countries. This research suggests that active ageing should be interpreted according to unique 
cultural variants (Paul et al., 2012), and underlies the basis of the current research. 
Research objectives 
Three particular gaps in the active ageing field have been identified and are addressed 
in the present research.  
1) Lack of empirical investigation into WHO (2002) active ageing model components; 
determining how active ageing can be applied to different populations requires 
understanding of how data can be applied to the active ageing model 
2) Lack of consultation with older people on how they view active ageing, including the 
role of social, financial and health resources 
3) Lack of weight given to cross-cultural differences in conceptualizations of active 
ageing  
Significance of research 
It has been argued that a strong evidence base examining active ageing in different 
populations is needed to assist the development of policies that meet the priorities of older 
adults (Walker & Maltby, 2012). The aim of this research was to explore the model of active 
ageing in an Australian context and then cross-culturally in a European context. As 
mentioned earlier there are numerous benefits of using a multidimensional measure of 
successful ageing, however limited research explores how active ageing can be applied to 
different populations. First, active ageing was approached from a quantitative perspective. As 
there is little research into the determinants of active ageing, this research aimed to reflect the 
multiple determinants that make up the WHO (2002) model using data from two established 
longitudinal Australian datasets. These datasets are useful as they contain well-established 
measures of health and wellbeing. Active ageing was then approached from a qualitative 
perspective, as few investigations of lay views have been published 
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relevance of active ageing to older adults is unclear. In response to calls for a universal 
definition of active ageing (Boudiny & Mortelmans, 2011; Bowling, 2008; Walker & Maltby, 
2012), the current research uses focus group methods to examine how active ageing relates to 
older people from two countries.  
According to the WHO (2002) model, active ageing is influenced by six broad 
determinants that are concerned with multiple dimensions of health as well as aspects of the 
lived environment (e.g. health and social services and social and economic resources). The 
majority of these determinants are largely population based highlighting the need to examine 
how active ageing relates to different populations of people. Since the cultural environment 
influences ideas about ageing, there is value in the exploration of how the concept relates to 
older people living in different social and economic settings (Nguyen & Seal, 2014). This 
research examined the active ageing views of Australian and Portuguese older adults in 
relation to the social, health and economic environments that they live, then included a cross-
cultural comparison of themes that emerged in each sample. A European country was sought 
as a comparison due to the heavy promotion of the active ageing policy agenda in Europe. 
Australia and Portugal provide a sound basis for the exploratory nature of this research, as 
they are comparable in terms of life expectancies and population ageing, and differ in terms 
of economic development and social environment.  
Portugal’s total population is half that of Australia estimated to be 10.4 million in 
2014 (Statistics Portugal, 2013), however shares demographic similarities. In both countries, 
the average life expectancy at birth for both sexes is 80 years and above (81 years in Portugal 
and 83 years in Australia; WHO, 2015b), and the total population in both countries is rapidly 
ageing. Portugal has been rated 6th in terms of most aged countries (World Population Data 
Sheet, 2010), and in 2001, the proportion of people aged 65 years and older surpassed those 
younger than 15 (Ribeiro, Tomé, & Mendes, 2013). The older cohort currently represents 
18.6 % of the total population, compared to 15.9% of the population aged 14 and younger 
(Statistics Portugal, 2014); a reality that Australia faces in the coming years. In Portugal rates 
of illiteracy among the older cohort are very high as public education was limited to the elite 
until the 1960s. In 2013, the OECD estimated that 65% of Portuguese older adults did not 
hold an upper secondary diploma, compared with 26% of Australians and the OECD average 
of 26%. This could have implications for the active ageing of older adults as illiteracy has 
been identified as a barrier to health (Marcus, 2006). 
Like Australia, Portugal ranks among the top 20 countries for quality of life 
(Economist Intelligence Unit, 2005), and offers universal publically funded healthcare. 
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However, Portugal is reported to have some the highest out of pocket expenditure for health 
services, despite the constitution’s promise of a national health system that offers universal 
and largely free access to public health services (Barbosa & Ramos, 2014). Most services 
carry some charge to the user and these expenses were estimated to represent 22.1% of 
people’s income in 2005 (World Health Statistics, 2008). Portugal saw an increase in user co-
payments in the wake of the global financial crisis (GFC) in 2008, and older people now pay 
the full amount of co-payments, rather than 50%, unless exempt for other reasons (Rodrigues 
& Schulmann, 2014). Portugal is still recovering from a serious economic and financial crisis 
and ranks lower than Australia in terms of global competitiveness (Sala-i-Martin et al., 2012). 
Until recently, gross domestic product (GDP) growth in Portugal was negative and is 
projected to increase marginally in the short term (European Commission, 2014). While 
Portugal has adopted strict fiscal austerity, the economy continues to recede and the strain on 
the health system continues to grow (Arun & Çevik, 2011). In comparison, the Australian 
economy has been more resilient in the wake of the GFC and has recorded better economic 
growth than many other developed countries (Reserve Bank of Australia, 2010). Portugal’s 
precarious economic position coupled with pressures on the health system could have serious 
implications for older adults. 
In terms of living arrangements, Southern European countries have been described as 
having a ‘familistic culture’, whereby stronger emphasis is placed on family ties than in 
Northern European countries that are more individualistic (Mair, 2013). In familistic societies 
older adults prefer family ties as a source of support and have been shown to have a higher 
instance of intergenerational co-residence. Accordingly, in Portugal it is common for older 
adults to live in intergenerational households and only a small percentage of people live in 
institutional environments (Tomassini, Glaser, Wolf, van Groenou, & Grundy, 2004). In 
comparison, Australia is a highly individualistic society represented by looser family ties and 
a greater emphasis on the individual. Living with a spouse/partner in independent housing is 
the norm for older adults in Australia and there is a greater number of older people living 
alone rather than with family members (ABS, 2013b). While stronger family ties have been 
linked to positive health outcomes, they can have detrimental effects on health under strained 
conditions (Litwin, 2001), as can isolation experienced by older people who live alone. These 
differences in living arrangements bring unique challenges that could have implications for 
older adults if sufficient resources are not in place to meet their needs.  
 Paúl, Fonseca, Martín, and Amado (2003) argue that it is important to understand how 
environmental factors impact the “successful ageing of some individuals in contrast with the 
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frailty of others (p. 161). Conducting focus groups with older adults from Australia and 
Portugal will allow for a better understanding of how social, health and financial resources 
impact the potential of older adults to age actively in a specific national context. This 
research is based on the view that understanding the underpinnings of active ageing in 
specific contexts will allow policy makers to direct resources to areas that support and 
enhance active ageing. 
Research aims 
 The research for this thesis aimed to: 
1) Quantitatively reflect the determinants of active ageing using corresponding variables 
from two Australian longitudinal studies 
2) Examine Australian and Portuguese participants’ views on active ageing and identify 
dominant themes and patterns 
3) Conduct a cross-cultural comparison of Australian and Portuguese participants’ views 
of active ageing, and compare these with the WHO model 
Quantitative analysis 
 Understanding how data can be applied to the WHO model in different populations is 
an important step in developing a quantifiable standard to assess active ageing. Study One 
sought to measure the determinants of active ageing using data from two Australian 
longitudinal studies: The Health in Men Study (HIMS) and the Australian Longitudinal Study 
on Women’s Health (ALSWH). The research focussed on older men and women aged 
between 71 to 79 years at wave 2 of each study. By examining which variables could be used 
to reflect active ageing for older Australians, this study represented a first step in capturing 
the multiple predictors outlined by WHO (2002). Exploratory factor analysis (EFA) and 
confirmatory factor analysis (CFA) were performed on variables that correspond with each of 
the determinants of active ageing from wave two of the ALSWH and HIMS surveys. This 
analysis highlighted how the determinants of active ageing can be applied to an Australian 
sample. 
Qualitative analysis 
 When addressing active ageing, it is important to ensure that the concept reflects older 
people and not what contemporary culture and politics expect of older people (Walker, 2002). 
Unlike other studies that have based understandings of active ageing on responses to an open-
ended survey question, Study 2 and 3 comprehensively examined perceptions using a focus 
group methodology. Focus groups are a rigorous method for capturing information about the 
shared lived experiences of groups of homogenous individuals that is difficult to uncover in 
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conventional interviewing methods (Liamputtong, 2011). According to Hennink (2007) focus 
groups “encourage a range of responses which provide a greater understanding of the 
attitudes, behavior, opinions or perceptions of participants on the research issues” (p. 6). 
Focus groups are particularly useful to learn more about the social realities of a cultural 
group, as they allow researchers to identify cultural knowledge that is shared among group 
members as well as differences in experience that shapes understanding (Hughes & DuMont, 
2002). Additionally, focus groups have been shown to be a successful method for identifying 
the views of older-adults on health-related concerns (Bradley et al., 2002). Methodologically 
the objective of conducting focus groups with older people from Australia and Portugal was 
to gain a better understanding of the role of social, health and economic environments in 
realising ones active ageing potential. Studies examined the views of community-dwelling 
men and women aged 65 years and older in the two countries, as well as collected 
information on age, gender, chronic conditions (20 conditions adapted from ALSWH survey 
two), quality of life (1 “very good” to 5 “fair poor”; Bowling, 2008), self-rated health (1 
“excellent” to 5 “poor”; McCallum, 1995), and self-rated active ageing (1 “very actively” to 
“not at all actively”; Bowling, 2009), and an open ended active ageing question adapted from 
Bowling (2008, 2009). See Chapter 4 for further details. Study 4 included a cross-cultural 
comparison of dominant themes identified in Australian and Portuguese focus groups, 
representing the first study to cross-culturally examine perceptions of active ageing using a 
focus group method.  
Thesis overview 
This thesis is structured into seven chapters. Following the introduction, aims, and 
methodology contained in Chapter 1, Chapter 2, Theoretical frameworks and perspectives of 
successful ageing, includes a review of early and contemporary theories of successful ageing, 
the contributions and limitations of which lead to the development of active ageing as a 
preferred policy concept. The lack of research into active ageing despite its importance as a 
policy concept has guided this research.  
Chapter 3, An examination of the determinants of active ageing in a sample of 
Australian community-dwelling older adults, presents the methodology and results for the 
quantitative study that applies Australian longitudinal data to the active ageing model. 
Employing the use of factor analysis techniques this study aims to empirically reflect the 
determinants of active ageing and identify underlying constructs. 
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Chapter 4, A focus group study of the active ageing views of older Australian men and 
women, presents the methodology for the Australian focus group study, quantitative findings, 
thematic analysis and results. 
Chapter 5, A focus group study of the active ageing views of older Portuguese men and 
women, presents the methodology for the Portuguese focus group study, quantitative 
findings, thematic analysis and results. 
Chapter 6, A cross-cultural comparison of the active ageing views of Australian and 
Portuguese older adults, presents a cross-cultural comparison of common themes and 
differences identified in the Australian and Portuguese focus group studies, and compares 
these to the WHO model. 
Chapter 7, General discussion and conclusion, discusses the overall findings, 
























Chapter 2: Theoretical frameworks and perspectives of successful ageing 
This chapter reviews theories and perspectives of successful ageing, a common term 
in gerontological literature that has received a considerable amount of research interest over 
the last 50 years (Martin et al., 2014). As gerontological research is often used to assist the 
design of policies that cater for ageing populations, it is not surprising that successful ageing 
has become an important focus in this field (Torres, 1999). Since the term was popularized, 
researchers have sought to capture the essence of what it means to age successfully. 
However, despite the large number of theoretical perspectives and discourses that have been 
proposed over the years, there is still little consensus on the best way to define and measure 
successful ageing (Pruchno, Wilson-Genderson, Rose, & Cartwright, 2010; Sadler & Biggs, 
2006). As such, this ambiguity has lead to the proposal of many different terms, including: 
‘healthy ageing’, ‘productive ageing’, ‘ageing well’, ‘optimal ageing’ and ‘active ageing’. 
This chapter includes a background of successful aging theories, contemporary perspectives, 
and the emergence of ‘active ageing’ as a policy concept, while considering critical 
commentaries and cultural factors.           
Background of successful ageing theories 
Early theories of the psychology of ageing arose in the 1940’s and spanned until the 
1970’s (Schroots, 1996). During this time, theories developed by Havighurst (1948) and 
Erikson (1953) played a prominent role. However, as theory was not in yet in the conscious 
forefront of gerontological research, these were understood as ‘facts’ of ageing rather than 
formal theories (Lynott & Lynott, 1996). Stage theories focused on a series of developmental 
tasks that reach their peak at maturity and transition into ageing. This understanding of age-
related change as a two-stage process contributed to ageing metaphors such as ‘over the hill’ 
(Schroots, 1996). According to Havighurst’s (1948) life-course perspective, developmental 
tasks arise at six developmental stages or ages that range from birth to old age. These tasks 
have biological (e.g. learning to walk), personal (e.g. choosing occupation) or cultural bases 
(e.g. laws, age norms). When an individual successfully achieves a developmental task they 
are more likely to experience happiness and success at future tasks. Failure on the other hand 
leads to feelings of unhappiness, societal disapproval, and future task difficulty (Schroots, 
1996).  
Another well-known stage theory is Erikson’s (1953) psychosocial theory of 
personality development. The main element of this theory is concerned with the development 
of ego identity; a conscious sense of self that is always changing due to social interactions 
and personal experiences. Erikson’s theory outlines eight developmental stages each 
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containing a crisis between two tendencies that the individual must resolve. Of the eight 
stages, three are dedicated to post-adolescence and one to old age, signifying that the bulk of 
ego identity is formed during the early years of life. In order to resolve conflicts, the 
individual must integrate their own needs with those of society. Competence at each stage 
will either lead to success and the development of a psychosocial quality, or failure, leading 
to feelings of inadequacy that is damaging to personality development (Schroots, 1996). The 
one conflict of old age is ‘integrity’ versus ‘despair’. Success at this stage is concerned with 
reflection that is either filled with a sense of fulfilment and satisfaction leading to wisdom, or 
a feeling of regret or loss leading to despair.  
Lynott and Lynott (1996) explain that early research understood ageing at the 
individual level, placing a strong focus on ‘unadjustment’ and life satisfaction that is 
experienced through ‘readjustment’. Health and social problems were simply considered 
normal conditions of ageing of which individuals must adjust if they are to successfully deal 
with these experiences. Adjustment was considered to be experienced by taking on a larger 
number of productive roles shown at the time to be associated with life satisfaction. These 
included attending church, having hobbies and personal involvement (Cavan et al., 1949). 
Life satisfaction was strongly linked to activity, however this implicit ‘theory’ was not yet 
evident.  
A transformation in gerontological thinking came in response to the Kansas City 
Studies of Adult Life that were launched in the early 1950’s at the University of Chicago. 
These studies were conducted under the leadership of a number of well known sociologists 
including Robert Havighurst, Bernice Neugarten, and Richard Williams. This was the first 
community-based project focussing on middle age and ageing, and included a longitudinal 
study than ran for five years examining the effect of aging on personality and coping. In 
response to the Kansas studies, Williams and Wirths (1965) originally proposed four domains 
of successful ageing: the amount of activity engaged in, ability to disengage, life satisfaction, 
and maturity or integration of personality, and later added a balanced exchange of energy 
between the individual and the social system, and a stable social system. Of these 
dimensions, life satisfaction became the most frequently investigated dimension of successful 
ageing (Ryff, 1989).  
On examination of findings from the Kansas studies, Cumming and Henry (1961) 
noticed that as people grew older they would naturally withdraw from society. It is from 
these findings that ‘disengagement theory’ was developed. This theory was a direct challenge 
to the concept of developmental tasks (e.g. Havighurst, 1948; Erikson, 1953), which for the 
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first time was referred to as ‘activity theory’. Disengagement theory (Cumming & Henry, 
1961) represents the first formal theory to explain the ageing process, shifting attention from 
the individual to the changed relationship between the individual and society (Fry, 1992; 
Lynott & Lynott, 1996). Disengagement refers to the mutual withdrawal or disengagement 
between an individual and society. According to this theory, decreases in activity, personal 
relationships, and societal ties were normal and inevitable as people aged. Successful ageing 
was therefore understood as the acceptance and desire to disengage from active life 
(Havighurst, 1961). This process was viewed as adaptive because it prepared an individual 
for death and minimized societal loss (Bengtson & Schaie, 1999). According to Barrow and 
Smith (1979) signs of disengagement included the awareness of death, loss of self-esteem 
and narrowing of life experiences (Fry, 1992). Although initially faced with anxiety and 
depression, individuals regained satisfaction and self-worth once they accepted the process. 
Disengagement theory sparked much controversy, conflicting with research focusing on the 
positive relationship between activity and life satisfaction (Tobin & Neugarten, 1961), and is 
often credited for the retrospective discovery of activity theory and the emergence of 
theoretical consciousness in ageing research (Lynott & Lynott, 1996).  
Activity theory, based on the concept of developmental tasks and the established link 
between activity and life satisfaction (Lemon, Bengtson, & Peterson, 1972), was proposed in 
opposition to disengagement theory. Although the theory cannot be attributed to any one 
author, a common theme is the maintenance of activity levels of earlier life into old age (Fry, 
1992). Active ageing has been discussed as an ‘anti-ageing’ perspective (Maddox, 1968), 
whereby older adults experience the same social and psychological needs into old age despite 
biological changes and health problems. To maintain a positive sense of self individuals must 
replace roles lost in old age with new roles (Baltes & Carstensen, 1996; Schroots, 1996). 
Thus, the key to successful ageing is understood as the maintenance of meaningful social 
roles and activities that are typical of middle age (Havighurst & Albrecht, 1953). Due to the 
more positive view of older people, activity theory was often preferred by gerontologists 
(Schroots, 1996). 
Essentially, the earliest ideas about successful ageing were formulated in response to 
disengagement theory and activity theory. In an early commentary, Havighurst is credited for 
outlining the first conceptual definition of successful ageing (Iwamasa & Iwasaki, 2011; Lee, 
Lan, & Yen, 2011). Havighurst (1961) defined successful ageing theories as “a statement of 
the conditions of individual and social life under which the individual person gets a 
maximum satisfaction and happiness and society maintains an appropriate balance among 
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satisfactions for the various groups which make it up- old, middle-aged, and young, men and 
women” (p. 8). These theories were considered essential to gerontology in order to be able to 
provide good advice to individuals and society. Havighurst explained that it should be 
possible to choose between disengagement theory and activity theory by providing an 
operational definition and a method of measuring successful ageing. In retrospect, Lynott and 
Lynott (1996) explain that the comparison is empirically inappropriate as these theories 
measure different constructs. While activity theory was concerned with individuals, 
disengagement theory was concerned with the relationship between the individual and social 
system. 
As early as the 1960s, defining and measuring successful ageing was a difficult 
process. Popular measurements of successful ageing included: 1) a way of life that is socially 
desirable, 2) maintenance of middle-age activity, 3) feeling of satisfaction with present status 
or activities, 4) feeling of happiness and satisfaction with life; all of which were met with 
criticisms and short-comings (Havighurst, 1961). Neugarten et al. (1961) believed that 
existing scales (e.g. Kutner’s morale scale; Kutner, Fanshel, Togo, & Langner, 1957) lacked 
important dimensions. By examining existing measures of adjustment and morale, and 
interviews conducted in the Kansas City Studies of Adult Life, they developed the Life 
Satisfaction Index. This new measure of successful ageing was based on five components: 
zest versus apathy, resolution and fortitude, goodness-of-fit between desired and achieved 
goals, positive self-concept, and mood tone. Such scales lead a large amount of research 
operationalizing successful ageing in terms of life satisfaction.  
The 1970s further echoed this preoccupation with life satisfaction with the 
development of continuity theory (Atchley, 1980). Continuity theory argued the consistency 
of values, behaviours, and relationships from middle to later life was predictive of successful 
ageing. Although similar to activity theory, it differed in that it did not assume roles lost in 
old age must be replaced to maintain equilibrium. In response to criticism that continuity was 
a static view suggesting ‘sameness’ (Fox, 1981), Atchley (1989) shifted emphasis to 
continuity ‘over time’ with the main focus being adaption. This theory allowed for the 
integration of change with emphasis on adaption to challenges associated with ageing. The 
main premise being in middle to later life, individuals use continuity strategies (i.e. applying 
familiar strategies based on past experience) to maintain internal (e.g. psychological 
characteristics) and external structures (e.g. social behaviour and circumstances). The theory 
offers special significance to development in old age (Fry, 1992), explaining that changes are 
less prominent than in younger years (Atchley, 1989). 
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Criticisms of early theories. Early theories of successful ageing have received a 
large amount of criticism from contemporary researchers. Baltes and Carstensen (1996) argue 
early theories limit the understanding of successful ageing as they rely on normative 
psychological outcomes based on “middle-class values and, prototypically… white, male 
standards” (p. 3). Described as inflexible “requiring developmental progressions that are 
unidirectional, irreversible, hierarchical, invariant and universal” (Ryff, 1982, p. 282), these 
theories overlooked restrictions on individuals as a result of socio-cultural factors (Bowling, 
2008; Hooyman & Kiyak, 2002). Research also highlights life satisfaction is not the most 
rigorous measure of successful ageing, as older individuals have been shown to report 
satisfying lives despite the presence of disease or disability (Baltes & Carstensen, 1996). 
More specifically, disengagement theory and activity theory have been criticized for 
being based on the Kansas City Studies of Adults life- a longitudinal study where all 
variables were predetermined by researchers (Iwamasa & Iwasaki, 2011). Disengagement 
theory has been largely discredited for lacking empirical support. Shanas (1968) found little 
evidence of disengagement among older adults in Denmark, Britain or the United States. 
Further, Tallmer and Kutner (1970) found no evidence of high morale among older adults 
who were highly disengaged. The theory also overlooks older adults who remained engaged 
with society (Schroots, 1996), and is contradictory to findings that show older adults 
experience greater levels of life satisfaction, happiness and adjustment as a result of strong 
emotional connections (Antonucci & Jackson, 1987). In light of this research, Maddox (1970) 
contends disengagement theory is “empirically and theoretically unjustified” (p. 17). 
Activity theory has met criticism for placing unrealistic expectations on older 
individuals to remain active (Walker, 2002), overlooking the necessity for reduced activity in 
the face of particular health problems (Fry, 1992). In addition both activity and continuity 
theory are criticized for ignoring health, economic, and social factors that may impact 
opportunities to maintain engagement in familiar activities and relationships (Bengtson, 
2009). Unlike disengagement theory, research findings in support of activity theory have 
been mixed. Although studies have shown a strong link between activity levels and life 
satisfaction (Teague & Iso-Ahola, 1980), there is evidence that a low level of activity in age-
concentrated environments is associated with a high level of morale (Gubrium, 1970). While 
other studies have shown when controlling for health status, social activity does not predict 
physical or mental wellbeing (Lee & Markides, 1990). Although few would argue with the 
basic principles of continuity theory, empirical support for this theory is scarce (Fry, 1992), 
focusing largely on the continuance of personality styles into later life (Havighurst et al. 
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1968; Williams & Wirths, 1965). Fox (1981) also criticizes continuity theory for offering 
little guidance on the amount of change that is reasonable within the perspective. 
Despite these limitations, early understandings of successful ageing lead to a large 
amount of empirical research that demonstrated the importance of health and socio-
demographic factors (e.g. marital status, SES, social support) on wellbeing and dispelled 
myths concerning old age being a time of unhappiness, decline and loss (Ryff, 1989). Over 
time, successful ageing moved beyond the preoccupation with life satisfaction, to include 
happiness, subjective wellbeing, and adjustment, just to name a few. This highlighted the 
importance of taking a multi-dimensional approach when conceptualizing successful ageing 
(Ryff, 1989). As such, contemporary perspectives have turned to biomedical criteria (e.g. 
physical and mental function), growth and coping strategies, and lay views to define and 
measure successful ageing. 
Contemporary perspectives of successful ageing 
Successful ageing as objective biomedical criteria. A new way to 
conceptualize successful ageing was launched in response to The MacArthur Network on 
Successful Ageing that began in 1984. The aim of the study was to clarify factors that 
promote positive ageing (Martin et al., 2014). The interdisciplinary research team was lead 
by Rowe and Kahn who recruited a total of 4,030 older adults aged between 70-79 years. One 
third of participants (N = 1,313) were categorized as high functioning based on their 
performance on a series of physical and cognitive tests as baseline (1988-1989), and these 
high functioning individuals (N = 1,189) were followed-up 7 years later. Findings 
demonstrated that individuals with high mental function were more likely to retain high 
physical functioning, while emotional support was shown to be a predictor of maintenance of 
physical function (Ferri, James, & Pruchno, 2009). These findings challenged the long 
established notion of ageing as a period of physical and mental decline (Rowe & Kahn, 
1997), and highlighted the critical role of autonomy and social support on successful ageing 
(Bowling, 2007). 
At the time of the MacArthur studies there was a strong emphasis on ‘normality’ in 
gerontological research. There was the assumption that age-related physical or cognitive 
impairments were a normal part of the ageing process and were not associated with risk 
(Rowe & Kahn, 1997). Rowe and Kahn (1987) criticized this research for focusing on 
differences between age groups and ignoring heterogeneity within age groups. They believed 
the role of chronological age on age-associated declines was overstated and the role of 
extrinsic factors was understated. Rowe and Kahn proposed a conceptual distinction within 
 32 
the ‘normal’ category, between usual and successful ageing. Usual ageing referred to those 
experiencing disease-associated decrements, while successful ageing referred to those who 
show few or no age-related declines (Pruchno et al., 2010). This focus on the presence or 
absence of disease or disability has been criticized for underestimating positive effects of 
psychosocial factors on the well being of older persons in the face of debilitating illness 
(Young, Frick, & Phelan, 2009). Therefore, Rowe and Kahn (1997) expanded their theory to 
include a combination of three components: low probability of disease and disease related 
disability, high functional status, and active engagement with life. Low probability of disease 
refers to the absence or presence of disease, as well as risk factors for disease. Functional 
status included maximizing cognitive functioning and physical performance, while active 
engagement refers to the maintenance of social and productive activities. 
Rowe and Kahn’s definition of successful ageing introduced scientific parameters for 
understanding health across the lifespan (Crowther, Parker, Achenbaum, Larimore, & 
Koenig, 2002), implying that in order to age successfully individuals must meet certain 
standards (Bowling & Dieppe, 2005). These criteria have been criticized for excluding frail 
or disabled individuals (Guse & Masesar, 1999). Research indicates that many people 
consider themselves as successful agers in spite of health problems (Bowling & Dieppe, 
2005). For example, Strawbridge, Wallhagen, and Cohen (2002) found 50% of participants 
rated themselves as ageing successfully, 43% of which had at least one chronic condition and 
36% who were not physically or cognitively fit. When compared to Rowe and Kahn’s three 
objective criteria, only 19% were classified as successful agers. The restrictive nature of 
Rowe and Kahn’s definition is further indicated in a study by McLaughlin, Connell, 
Heeringa, Li, and Roberts (2010) that estimated the prevalence of successful ageing at four 
different time points in the United States. Findings indicated only a small number of 
participants met the three criteria, with no more than 12% of participants classified as ageing 
successfully in any year. Furthermore, ‘successful agers’ varied according to age group, race 
and socioeconomic status. McLaughlin et al. explain that the concept is too rigid for public 
health purposes and suggest definitions should vary according to context.  
Rowe and Kahn’s objective model has faced criticism for unrealistically portraying 
old age as free from disability (Sadler & Biggs, 2006), focusing solely on health and physical 
outcomes and ignoring the role of broader socio-economic factors (Holstein & Minkler, 
2003; Strawbridge et al., 2002), and overlooking other cognitive, emotional, and spiritual 
aspects that are important to an individual (Crowther et al., 2002; Lewis, 2010; Riley, 1998). 
In light of these criticisms, researchers have attempted to develop Rowe and Kahn’s model to 
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include a broader set of criteria. Crowther et al. (2002) argue for the inclusion of a forth 
component, positive spirituality, recognizing the link between spirituality and health 
outcomes. Vaillant (2002) takes a life-course perspective, defining successful ageing as 
longevity, healthy aging, retirement, play and creativity, and ‘generativity’ that referred to 
continued intellectual and social development. According to this perspective, healthy ageing 
is measured using six domains: objective physical health, subjective health, length of active 
life, objective mental health, life satisfaction, and objective social support. Individuals who 
scored well in the six areas were classified as ‘happy-well’, while those whose scores 
indicated that they were psycho-socially unhappy and physically disabled were classified as 
‘sad-sick’.  
Biomedical perspectives have been criticized for their restrictive criteria and 
dichotomization of success. Although older adults indicate that health and physical 
functioning are important for successful ageing (Bowling, 2007), studies of lay views 
highlight successful ageing is much more multidimensional than outlined in conceptual 
definitions. Further, these biomedical models imply an ‘all-or-nothing’ principle that 
overlooks variability of functioning over time (Poon, Gueldner, & Sprouse, 2003). Glass 
(2003) believes successful ageing is a far-reaching goal that is threatening for the status quo, 
arguing “we must protect ourselves against the belief that successful ageing is impossible if 
disease and disability occur” (p. 382). Glass suggests that instead of basing assessments on 
strict criteria, clinicians should first determine what older patients value (e.g. specific social 
roles and features of functioning) and how they define successful ageing. Accordingly, there 
has been an increase in conceptualizations of successful ageing that make success a more 
attainable goal, incorporating personal goals and other adaptive processes that facilitate 
successful ageing (Baltes & Carstensen, 1996; Ryff, 1982, 1989; Schulz & Heckhausen, 
1996). 
Successful ageing as development and growth. Based on the premise that 
success should include multiple aspects of life, Ryff’s (1982, 1989) model of psychological 
well-being takes a developmental, clinical, and mental health perspective, proposing criteria 
that emphasise growth and progress as important to the ageing process (Ouwehand, de 
Ridder, & Bensing, 2007). This perspective incorporates personal goal attainment that is 
experienced through the inclusion of six dimensions: self-acceptance, positive relations with 
others, autonomy, environmental mastery, purpose in life, and personal growth (Baltes & 
Carstensen, 1996; Knight & Ricciardelli, 2003). Rather than portraying successful ageing as 
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an end point, Ryff (1989) promoted ageing as a developmental process in which growth is 
still possible. 
Another useful approach for the study of development and adjustment to changes was 
proposed by Baltes and Carstensen (1996). In response to research that highlights the 
physical, cognitive and psychological latent potential of older adults, Selective Optimization 
with Compensation (SOC) is one of the first theories to consider the interaction between 
gains and losses and their effect on ageing. The theory proposes three processes: selection, 
optimization, and compensation. As people age they become more selective in choosing 
activities and goals. Within their selective domains they seek to optimize their chances of 
achieving desirable outcomes. When a means to achieving a goal is no longer available, a 
loss can be compensated for through the use of other psychological, technological, or 
physical means. Therefore, through the process of selection, optimization, and compensation 
older adults who suffer from physical or functional loss may be able to effectively adapt to 
their situation (Duay & Bryan, 2006). 
Based on life-span psychology, SOC is similar to Schulz and Heckhausen’s (1996) 
model that includes resilience to external threats (in addition to maintaining physical and 
cognitive function) as criteria for success. However, it represents a more attainable goal for 
individuals, as it does not rely on universal standards or outcomes and allows for the presence 
of disease (Strawbridge et al., 2002). SOC is concerned with the attainment of goals that are 
meaningful to an individual, and successful ageing is defined as the “minimization of losses 
and the maximization of gains” (Baltes & Carstensen, 1996, p. 405). SOC indicates that 
losses can trigger positive change (Staudinger & Lindenberger, 2003), and further challenges 
the idea that old age is a period of loss and decline. This framework is reflected in 
Socioemotional Selectivity Theory (SST; Carstensen, 1992), that proposes losses in size of 
social networks can be compensated for gains in the amount of time and quality that can be 
invested in close social contacts and partners. The narrowing of social contacts is adaptive 
because it makes time for more meaningful roles. Further, empirical studies indicate SOC 
processes are related to life satisfaction, positive emotions, and absence of social and 
emotional loneliness (Freund & Baltes, 1998). However, SOC has been criticized on 
theoretical grounds for implying “compensatory responses are direct consequences of age-
related losses and declines” (Ranzijn, 2002, p.80).  
 The concept ‘productive ageing’ emerged in response to renewed interest into 
development over the life-course, and is defined as “any activity by an older individual that 
produces goods or services, or develops the capacity to produce them, whether they are paid 
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for or not” (Bass, Caro, & Chen, 1993, p. 3). Productive ageing moved beyond leisure 
activities and family obligations as key to successful ageing after retirement, focusing instead 
on the instrumental contributions older adults make to society. This concept promoted 
alternatives to retirement in the form of part-time or full-time work, and was aligned closely 
with growing concerns about the expected pressures population ageing posed to pensions and 
healthcare systems (Walker, 2006). Productive ageing represented a strong change in 
attitudes, indicating a rest phase after retirement was no longer feasible during demographic 
change (Boudiny & Mortelmans, 2011). It also became a key component of EU and OECD 
policy proposals (Hutchison et al., 2006). This contrasted with earlier policies that 
encouraged early retirement as an answer to youth unemployment (van Heuvelen, 
Hochstenbach, Brouwer, de Greef, & Scherder, 2006). 
 Productive ageing has been criticized for overlooking health status and placing a 
strong focus on productivity that may act to reinforce negative attitudes of older adults who 
cannot live up to ideals (Ranzijn, 2010). Furthermore, this economistic perspective faced 
criticism for simplifying successful ageing into a single component (Giorgi, 2005), and 
excludes the majority of older adults who do not hold paid employment but can still make 
valuable contributions to society (Boudiny & Mortelmans, 2011). However, the core element 
of productive ageing with the addition of successful ageing gave rise to ‘active ageing’, 
currently a key feature of global ageing policy. 
Successful ageing as lay views. Despite the large number of theoretical 
perspectives that have been suggested to explain the process of successful ageing, there is a 
still a lack of consensus surrounding the best way to define and measure the concept. 
Researchers have criticized models for failing to incorporate the perspectives of older people 
(Phelan & Larson, 2002), and argue much insight can be gained by allowing older adults to 
rate their own success (Strawbridge et al., 2002). Research focussing on the personal 
experience of older adults in the early 2000s, aligns with the emergence of the ‘positive 
psychology’ movement. Positive psychology, a term originally coined by Seligman (2000), 
saw a shift in focus on pathology to increased interest in positive subjective experiences. 
Accordingly, there has been a recent trend in gerontological literature to incorporate lay 
views into conceptualizations of active ageing. 
Self-assessments of health have been shown to be powerful predictors of health 
outcomes (Ferri et al., 2009) and survival (Lee, 2000). Self-ratings of successful ageing have 
been shown to differ considerably from theoretical expectations. Older adults have been 
shown to rate their own ageing as ‘successful’ despite the presence of illness or disability 
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(Strawbridge et al., 2002), and provide much insight into criteria that is important for success. 
Lay views have been shown to be more multidimensional than models emphasizing objective 
criteria (Bowling, 2007; Phelan et al., 2004). Studies indicate that older adults conceptualize 
successful ageing in terms of: coping strategies and positive outlook (Fisher, 1992), physical 
and mental functioning (Bowling & Dieppe, 2005), engaging with others, coping with 
changes, maintaining physical, mental and financial health (Duay & Bryan, 2006), and life 
satisfaction (Litwin, 2005). These studies demonstrate the value of consulting with older 
adults to learn more about individual values and cultural factors (Bowling, 1993). 
Despite the subjective nature of successful ageing, research indicates that there is 
considerable consensus between cultures regarding the criteria that constitute success (Schulz 
& Heckhausen, 1996). A study by Phelan et al. (2004) indicated Japanese and Caucasian 
older adults rated the same 13 physical, functional, psychological and mental attributes as 
important to successful aging, with Caucasian adults reporting the additional attribute of 
learning new things. Results indicate that while some predictors of successful ageing have 
been shown to be universal, there is evidence of culture specific attributes (Litwin, 2005). 
This evidence demonstrates that measurements of successful ageing should take a 
multidimensional approach whilst considering culture specific values and environmental 
factors that affect the ageing process. This approach minimises the danger of policy 
objectives reflecting societal expectations rather than norms (Knight & Ricciardelli, 2003; 
Torres, 1999).  
The emergence of active ageing as a policy concept 
 In recognition for a broader concept than healthy or successful ageing, the term active 
ageing emerged in the late 1990s under the influence of WHO. Active ageing included an 
overall lifestyle strategy for increasing quality of life, and emphasized the health, 
independence and productivity of older adults (Walker, 2006). This concept aimed to extend 
healthy life expectancy as well as quality of life, reflecting the WHO dictum ‘years have been 
added to life now we must add life to years’ (Walker, 2006). At the Second United Nations 
World Assembly on Ageing, WHO (2002) presented its Policy Framework on Active Ageing. 
Active ageing was defined as “the process of optimizing opportunities for health, 
participation, and security in order to enhance quality of life as people age” (p. 12). This 
definition stressed the importance of continued participation in social, economic, cultural, 
spiritual and civic affairs, overcoming limitations of productive ageing that focused 
predominately on continued workforce participation, and successful ageing models that 
focused strongly on objective health outcomes (Rowe & Kahn, 1987, 1997). Active ageing is 
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a broader concept that enables both frail and fit older people to realize their potential for 
“physical, social and psychological well-being throughout the life course” (Clarke & Warren, 
2007, p. 466).  
The Active Ageing Policy Framework directly addresses the important implications 
of population ageing on pensions, employment, health and social care, and political systems 
(Walker, 2002; WHO, 2002). Active ageing is reliant on six broad determinants that are 
shown to be good predictors of how individuals and populations age. These include; health 
and social service determinants (health promotion and disease prevention, curative services, 
long-term care, mental health services), behavioural determinants (tobacco use, physical 
activity, healthy eating, oral health, alcohol, medications), personal determinants (biology 
and genetics, psychological factors), physical determinants (physical environments, safe 
housing, falls, clean water, clean air, safe foods), social determinants (social support, 
violence and abuse, education and literacy), and economic determinants (income, social 
protection, work). These six determinants are embedded within the two cross cutting 
determinants of gender and culture, and are largely population based suggesting that active 
ageing is the responsibility of the public sector (Caprara et al., 2013). 
Accordingly, the multidimensional model is based on the UN principles of 
independence, participation, dignity, care, and self-fulfilment, promoting the implementation 
of policies and programs that enhance the health, participation, and security of older people. 
Health policies aim to increase quantity and quality of life, enhance autonomy and 
independence, and reduce healthcare costs. Participation involves policies that optimize 
employment, education, health and social opportunities, with the aim to increase participation 
in paid and unpaid activities.  Security involves policies that ensure the protection, dignity 
and care of older people who are no longer able to protect themselves, by addressing social, 
financial, and physical security rights of people as they age. This approach builds on the 
discourse outlined by the UN Year of Older People 1999 that promoted the importance of 
older adults active participation in society (Walker, 2012).  
Since the term active ageing was introduced it has been vigorously promoted by 
international organisations such as the WHO, OECD and EU (Hutchison et al., 2006). In 
terms of European policy response, active ageing is largely interpreted within a productivist 
framework placing a strong focus on increased employment opportunities, continued 
participation in society and independence (Sidorenko & Zaidi, 2013; Walker, 2008). The 
OECD (1998) defines active ageing as “the capacity of people, as they grow older, to lead 
productive lives in society and the economy” (p. 84). The main concern of the OECD (2000) 
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Live Longer, Work Longer agenda is to promote the productive capacity of older people. In 
particular, to improve job prospects for older adults, introduce flexible options for the work-
retirement transition, to improve the health and wellbeing of older people at retirement age, 
and maximize the contributions older workers bring to society and the economy. The OECD 
definition of active ageing has been criticized for overlooking activities that enhance the 
health and the capacity for independent living (Sidorenko & Zaidi, 2013), and the policy 
approach criticised for assuming that all people of retirement age are able to make 
autonomous and individual choices (Hutchison, Morrison, & Mikhailovich, 2006).  
In Europe 2020 - A strategy for Smart, Sustainable and Inclusive Growth, the 
European Commission (2010) highlights the importance of meeting “the challenge of 
promoting a healthy and active ageing population to allow for social cohesion and higher 
productivity” (p. 16). As part of the Europe 2020 strategy, in 2011 the European Innovation 
Partnership on Active and Healthy Ageing (EIPAHA) was launched with the objective to 
improve the health of European citizens, in particular increase healthy lifespan by two years 
by the year 2020 (European Commission, 2012). While accepted as an ambitious target, the 
approach is intended to promote environments that enable health and active ageing across the 
EU by improving the efficiency of healthy systems. In addition to the overall goal of 
improved health, the assessment framework includes three outcome objectives: Quality of 
Life, Sustainability of Health Systems, and Innovation and Growth (Maghiros et al., 2013). 
Following on from the Europe 2020 strategy, the European Union designated 2012 as The 
European Year for Active Ageing and Solidarity between Generations (EY2012; EU, 2011). 
As part of EY2012 active ageing is defined as “growing old in good health and as a full 
member of society, feeling more fulfilled in our jobs, more independent in our daily lives, 
and more involved as citizens” (European Commission, 2012) (para. 2). The overall objective 
of the strategy was to facilitate an active ageing culture, particularly to “raise awareness of 
the value of active ageing, highlighting the useful contributions older people make to society 
and the economy, to identify and disseminate good practices, and to encourage policy makers 
and stakeholders at all levels to promote active ageing” (Zaidi et al., 2013, p. 1). One of the 
five targets of the strategy was to increase the employment rate of 20-64 year olds by 75%, 
which has prompted member states to reflect on the sustainability of pensions, promotion of 
second careers, and raising the retirement age (Ahtonen, 2012). Thus, while EY2012 
acknowledges the importance of health and wellbeing, Walker and Maltby (2012) argue that 
it remains a ‘productivist policy’ focusing predominately on maximizing opportunities for 
continued participation in employment.  
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Examination of health policy at the national level highlights a broader and more 
comprehensive approach to active ageing. The Public Health Agency of Canada (2003) seeks 
to foster participation and enhance the quality of life of older adults by promoting various 
enablers of active ageing. These include: living in a safe home, adequate nutrition, 
appropriate transportation, social network, and access to health and social services 
(Hutchison et al., 2006; Sidorenko & Zaidi, 2013). In Sweden, the National Institute of Public 
Health (2004) refer to the WHO active ageing framework in the report A Healthier Elderly 
Population in Sweden. This report puts forward a range of measures that are intended to 
increase the health of Sweden’s older population. Measures include: improving opportunities 
to foster social networks to reduce isolation and loneliness, encouraging active participation 
in social, routine and cultural activities, providing access to services and transport, providing 
secure and safe housing and communities, and maximising opportunities for independent 
living. In terms of Australian health policy, an active ageing agenda has been placed as a 
priority under the Living longer. Living better aged care reform (Department of Health and 
Ageing, 2012). The agenda aims to provide an overall strategy to maximize the potential of 
Australia’s ageing population, creating policies that enable older Australians to live ‘more 
active and financially secure lives’. This agenda is placed alongside other themes that ensure 
active participation in society, including: housing, workforce participation, lifelong learning, 
volunteer work, and age discrimination. Active ageing policies are also rigorously promoted 
at the state level. In particular, the City of Mandurah (2013) in Western Australia put forward 
an Active Ageing Plan 2013-2017, promoting five focus areas: health and wellbeing, access 
to essential services, economic security, age friendly communities, and opportunities for 
active participation. This is a continuation of the 2008-2012 plan that delivered outcomes that 
targeted the participation of older adults in the community. These included an annual 
Senior’s Week, highlighting the achievements of seniors in the arts, and providing funding to 
seniors groups. 
Despite the importance of active ageing to global policy, different understandings and 
approaches to active ageing highlight there is little consensus on what the term actually 
means (Ranzijn, 2010). This is reflected in active ageing policies that often define active 
ageing narrowly and do not fully capture the multidimensional nature of the concept. 
Shortcomings of the active ageing policy agenda have been linked to the limited empirical 
research into the concept. While it is important to approach active ageing from the policy 
level, there is a need for research that approaches active ageing from an individual 
perspective (Caprara et al., 2013). Walker and Maltby (2012) argue that research is needed to 
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advance the active ageing agenda and provide a strong evidence base for policy. Accordingly, 
Boudiny and Mortelmans (2011) argue that there needs to be a consensus on what active 
ageing means if policy making is to be effective. In order to assist in the design of policies 
and programs that enhance the health, participation, and security of older people, research is 
needed to gain insight into how active ageing relates to different populations of people.  
Active ageing research 
Despite widespread active ageing policy rhetoric over the last decade and the large 
amount of research into successful ageing, research into active ageing is limited. As a 
consequence there is little conceptual agreement on this concept, which researchers argue is 
essential for workable public policy. At present active ageing research is limited to short 
surveys of lay views. In general, most studies examining perceptions of active ageing indicate 
a multidimensional focus (Buys et at., 2008; Buys, Aird, & Miller, 2012; Bowling, 2008, 
2009; Clarke & Warren 2007; Stenner et al., 2011) and demonstrate the importance of 
subjective variables. Several researchers have criticized the WHO model for relying solely on 
objectively measurable variables and failing to include subjective dimensions that are shown 
to be highly relevant to older individuals (Stenner et al., 2011). 
 In a first attempt to better understand the relevance of active ageing to older adults, 
Bowling (2008) examined responses to an open-ended question that prompted British older 
adults to provide written definitions of active ageing. Findings indicated that active ageing 
was understood in terms of physical health and functioning (43%), leisure and social 
activities (34%), mental functioning and activity (18%), and social relationships and contacts 
(15%). In terms of self-rated active ageing, 33% rated themselves to be ageing ‘very 
actively’, 47% as ‘fairly actively’, and 12% as ‘inactively’. In another study, Bowling (2009) 
examined the written active ageing perceptions of homogenous and ethnically diverse 
samples in Britain. Findings indicated significant differences in responses, where ethnically 
diverse samples were less likely to report physical health and fitness as important for active 
ageing and less likely to rate themselves as ageing actively. However, ethnically diverse 
samples were more likely to report psychological resources/attitude as important for active 
ageing than homogenous samples. This study demonstrated that active ageing is understood 
as a multidimensional concept that is not adequately reflected in policy models that promote 
active ageing from a singular economic standpoint. 
Other qualitative studies used individual interviews and focus group methods to learn 
more about active ageing. Stenner et al. (2011) interviewed 42 British adults aged 72 years 
and older on their perceptions of active ageing and quality of life. In line with previous 
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studies (Bowling, 2008, 2009), active ageing was understood as a complex composition of 
physical, mental and social factors that are involved in a large range of activities, with 
physical activity being the most frequent characteristic of active ageing. Participants made a 
distinction between ‘activity’ and ‘passivity’, where active ageing was understood as an 
active decision to enhance or diminish activity. These findings highlight the importance of 
subjective assessments to active ageing. While a study by Cloos et al. (2010) used a focus 
group methodology to examine the active ageing perceptions of older adults in six Caribbean 
countries. Discussions focused on three determinants of active ageing: health and social 
service use, social support, and economic circumstances. Findings indicated that factors that 
are important for active ageing were “unequally distributed among elders” (p. 94), where 
differences were dependent on socioeconomic status and area of residence (urban/rural). In 
Caribbean countries, socio-economic dimensions of active ageing were found to be the 
biggest challenge for older adults, and availability and access to healthcare and social 
services were found to be limited in lower-income countries. This study highlights the need 
for research that examines active ageing in different cultural contexts.  
A study by Buys et al. (2008) examined the active ageing perceptions of 16 older 
adults aged 50 years and over with lifelong intellectual disability. The study used a semi-
structured interview schedule guided by the WHO framework and explored older adults 
ageing experiences, and future aspirations. Qualitative examination of transcripts indicated 
eight themes related to active ageing. These included: being empowered, being actively 
involved, having a sense of security, maintaining skills and learning, having congenial living 
arrangements, having optimal health and fitness, being safe and feeling safe, and having 
satisfactory relationships and support. These findings indicated that older adults with 
intellectual disability are similar to those of the wider population, however the lack of support 
or controlling influences often impeded opportunities for active ageing.  
More recently Buys, Aird, and Miller (2012) explored service providers perceptions 
of active ageing among older adults with intellectual disability. To determine the presence 
and experience of active ageing among this population, the study included in-depth 
interviews of 16 service providers that were analysed according to the six determinants of 
active ageing. Findings indicated that service providers believed their clients to be ageing 
actively despite the presence of disability. In terms of facilitators of active ageing, service 
providers highlighted that their clients had a strong desire to keep active and continue to 
develop skills and learn new things, and many tended to be coping reasonably well with age 
related challenges. However, many of these older adults with intellectual disability had small 
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social networks and thus had to rely heavily on formal carers. In addition, they had limited 
understanding of health issues and subsequent impacts on physical function and had 
problems transitioning to aged care environments. Due to the importance of the environment 
in facilitating active ageing, service providers had a lot of influence in whether people with 
intellectual disabilities aged actively. These findings indicate that it is important that the 
disability sector provides sufficient training and support to help service providers devise 
ways to promote active ageing in these environments. 
 In terms of quantitative research, there have been promising attempts to empirically 
examine the proposed structure of the active ageing model. In a first attempt to objectively 
measure active ageing, Buys and Miller (2012) introduced the Australian Active Ageing 
(Triple A) Study. Triple A saw the development of a quantifiable multidimensional measure 
of active ageing based on the health, participation and security pillars of the WHO model. 
Participants were 2,620 Australians aged 50 to 90 years of age. EFA indicated eight factors 
that explained 55% of total variance (social engagement and satisfaction, activities and 
engagement, self belief, personal development, emotional health, experience of challenging 
events, and physical functioning and roles). Findings highlighted the importance of subjective 
variables when conceptualizing active ageing and support research that advocates moving 
beyond health status as the sole yardstick of ageing well (Buys & Miller, 2012; Stenner et al., 
2011). 
 Paul et al. (2012) took a different approach and attempted to empirically validate the 
structure of the WHO model. A sample of 1322 Portuguese participants aged 55 to 101 years 
were interviewed using an extensive assessment protocol developed to measure the six 
determinants of active ageing. Responses were analysed using EFA and the viability of the 
model followed up with CFA. A six-factor model that explained 55% of variance was found: 
health, psychological functioning, cognitive performance, biological functioning, social 
relationships, and personality. Apart from the social relationships component, this model 
contains a reconfiguration of the original WHO model components, with health and 
psychological variables playing a major role. Active ageing was shown to be a complex 
construct and the original structure of the WHO model was not empirically supported in this 
population. Paul et al. suggest that profiles of ageing may vary according to cultural and 
contextual factors, and emphasize the need for policies and interventions that are tailored 
using a culture-based approach. 
 In order to provide an evidence base for active ageing policies, Zaidi et al. (2013) 
developed the Active Ageing Index (AAI). Active ageing is defined as “a situation where 
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people continue to participate in the formal labour market, as well as engage in other unpaid 
productive activities (such as care provision to family members and volunteering), and live 
healthy, independent and secure lives as they age” (p. 6). The AAI organises active ageing 
indicators into four domains: 1) Employment; 2) Participation in Society; 3) Independent, 
Healthy and Secure Living; and 4) Capacity and Enabling Environment for Active Ageing. 
The first three domains refer to actual experiences of active ageing, whilst the fourth domain 
refers to the capability to age actively. All indicators are expressed as positive indicators 
ranging from 0-100. The weighted average of these indicators form a domain index, and the 
weighted average of the domain specific indices form the overall aggregated index. Countries 
are ranked in terms of their achieved AAI in each domain and are shown to differ across each 
domain. While Sweden has the highest rank in the overall AAI, and has the highest rank in 
terms of Employment and Capacity and Enabling Environment, Ireland has a higher domain 
score for Participation in Society, and Denmark has a higher score for Independent, Healthy 
and Secure Living. The AAI is used as a tool to monitor active ageing outcomes at the 
international and national level, to identify areas where the potential of older people can be 
activated, to promote participation and independence of older people, and to gain evidence 
about and advocate appropriate policy measures. While the AAI has been endorsed by the 
European Commission (2013) as a useful tool to identify areas where policy is needed, the 
index has been criticised for the strong weighting of employment indicators in the calculation 
of the overall index score (Karpinska & Dykstra, 2015). 
 In addition to studies focussing on the operationalization of active ageing, research has 
also investigated the role of specific domains of active ageing. In particular, the link between 
environmental aspects of living environment, quality of life and wellbeing (Annear et al., 
2014; Tomaszewski, 2013; Zeitler et al., 2012), and the link between economic determinants 
and active ageing (Hirai et al., 2012). Zeitler et al. (2012) investigated the contributions of 
mobility and use of public transport to active ageing in suburban environments. The collected 
data on 13 older adults aged 57-87 years living in suburban environments in Brisbane, 
Australia, using GPS tracking, diaries, questionnaires and semi-structured interviews. 
Findings indicated that suburban environments discouraged physical activity (e.g. walking, 
bike riding) due to limited footpaths and hilly environments. Public transport was also 
impractical due to low quality pedestrian infrastructure, and infrequent and low scheduling, 
which discouraged older people from using these services. The impracticality of public 
transport created car dependency, putting older people at risk when they are no longer able to 
drive. Authors acknowledged that that this had implications for active ageing as it impacts on 
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their participation and puts older people at risk of isolation.  
 Using data from the Household, Income and Labour Dynamics in Australia (HILDA) 
survey, a large household-based study that began in 2001, Tomaszewski (2013) investigated 
the role of living environment on social participation and wellbeing. The study used data 
from nine waves (2001-2009), focussing on a cohort of respondents who were aged 50 years 
and over in the first wave of the study (N = 25,599). Variables of living environment 
included crowding, housing and local area dissatisfaction, and local area disadvantage. Social 
participation included volunteering, membership in clubs/organisations, social contact and 
social support. Subjective wellbeing included a wellbeing index, life satisfaction, and 
happiness index of SF-36. The study used random-effects modelling for longitudinal data to 
isolate the ‘net effect’ of quality of living environment on social participation and wellbeing. 
Findings indicated that living in disadvantaged environments, both individual housing and 
disadvantaged areas, to have a negative impact on social participation, in particular frequency 
of contact with others and level of social support received, as well as lower overall wellbeing. 
People in poor health, aged 80 years and over, culturally and linguistically diverse (CALD) 
groups, and singles, were found to be more at risk of reduced social contact and support and 
lower overall wellbeing. Subjective assessments of housing and local area disadvantage had 
the strongest association with social participation and wellbeing, indicating that perceptions 
of living environment played an important role. These findings demonstrate that quality of 
living environment plays a key role in shaping social participation and wellbeing in older age 
and should be considered by policy makers.  
 A recent systematic review conducted by Annear et al. (2014) investigated the role of 
environmental influences on the health and active ageing of older adults. The review 
analysed 83 studies, the majority of which were undertaken in North America (N = 42) and 
Europe (N = 20). Of these studies, 72 included quantitative methods and 11 qualitative or 
mixed-methods. Definitions of the environment included accessibility and availability of 
services, social environment and networks, trip hazards in the home, and neighbourhood 
satisfaction. The main outcome measures included mortality and longevity (N= 5), mental 
health outcomes (N=13), morbidity and functional ability (N = 32) and activity participation 
(N = 33). A large number of studies showed a link between physical environment and health 
and wellbeing across the developed world, where poor living environments were shown to be 
correlated with decreased physical function and disability, decreased quality of life, poorer 
self-reported health, increased incidence of degenerative disease, increased incidence of falls, 
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cardiovascular mortality and reductions in longevity. Social environment such as close social 
networks and frequent interactions was shown to have a positive association with health and 
longevity. Features of social environments that had a negative effect on health and function 
included financial problems, excessive demands from family and friends, a sick spouse or 
partner, and disadvantaged areas. Researchers suggest that qualitative and mixed-methods 
studies would assist the development of new ecological models and theories concerning 
ageing and environment. The authors draw attention to the fact that none of the studies in 
their review examined active ageing as a holistic approach, instead focusing on physical 
activity as a measure of participation. This was described as a “significant omission” of 
active ageing, and authors called for studies that include the other components of 
participation (e.g. social, cultural, civic and economic activities) that are proposed by WHO 
to influence the health and wellbeing of older adults.  
In a study by Hirai et al. (2012) active ageing is conceptualized as the outcome 
variable healthy life expectancy. This study investigated the relationship between income, 
mortality, and loss of healthy life of 22,829 Japanese older adults who participated in the 
Aichi Gerontological Evaluation Study (AGES). The study tracked participant’s need for care 
and mortality for 4 years. The study found that people with lower incomes were significantly 
more likely than lose with higher incomes to report having worse health. Authors conclude 
that income is a significant social negative determinant of active ageing and suggested that 
further research into the inequalities of healthcare is needed as a first step to resolve this 
issue. While this study overlooks many other predictor variables of active ageing, it 
highlights the existence of social inequalities in an egalitarian society and the importance of 
including economic factors into examinations of active ageing. 
The important role of culture in the study of successful and active ageing 
Researchers have long acknowledged the risk that measurements of success in ageing 
have for further marginalising older adults of minority status (Clark & Anderson, 1967; 
Ranzijn, 2010). Poverty has shown to negatively affect health and social wellbeing (Saunders 
& Lujun, 2006), and can be a barrier to active ageing as money is often needed to access 
resources that are important for quality of life (e.g. healthcare or social activities; Ranzijn, 
2010). Further, researchers have questioned whether concepts such as ‘contentment’ are 
universal objectives or whether they are Western notions (Fox, 2005). Torres (1999) argues 
“successful ageing is a socially and culturally determined construction” (p. 38), and there is 
evidence that understandings of success can differ according to country of origin (Keith, Fry, 
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& Ikels, 1990). As part of Project AGE, conducted in Hong Kong, Philadelphia, Illinois, 
Ireland and Botswana, Keith et al. (1990) found that older Americans associated successful 
ageing with self-sufficiency and living alone, while those in Hong Kong understood 
successful ageing as the willingness of their family to meet their needs. In terms of personal 
characteristics important for successful ageing, Americans identified how they view the 
world (e.g. being optimistic and motivated) as important, while Chinese identified they way 
they are viewed by others (e.g. tolerant, easy going) as being important. Keith et al. suggest 
that differences can be attributed to the cultural practice of intergenerational living, which 
requires older generations to be easy to live with.  
 While some studies have shown consensus between cultures regarding definitions of 
successful ageing; there is evidence that ethnically diverse groups emphasise different factors 
as important for active ageing (Bowling, 2009), and active ageing resources vary according to 
cultural context and socioeconomic factors (Cloos et al., 2010). Researchers have expressed 
concerns that notions of successful and active ageing may devalue people that do not live up 
to normative standards (Holstein & Minkler, 2003; Ranzijn, 2010). Over-idealizing models 
may lead to the development of policies that are aimed at people who are already ‘active’ and 
result in groups being excluded (Walker and Maltby 2012). Ranzijn (2010) argues that active 
ageing is a narrow perspective that does not coincide with the experiences and priorities of 
older people. In particular, that there is a lack of fit between active ageing policy and the 
needs and experiences of indigenous older adults that do not have access to resources that are 
needed to facilitate active ageing. To avoid top down generalities, research examining how 
components of the active ageing framework relate to different populations is essential. Torres 
(1999) explains that cross-cultural gerontology is important because it examines how 
different socio-cultural settings “define and shape the experience of ageing” (p. 33). 
Examining how individuals of a particular culture understand active ageing is important to 
gain a better understanding of how active ageing evolves through the life-course. Further 
quantitative and qualitative research into this construct will help to ensure the development of 
policies that relate to peoples lives, rather than applying a universal model where dimensions 
may not relate to a particular culture. 
The present research approach and intentions 
 Over the last decade active ageing has been rigorously promoted at the local and 
policy level, and the last five years has seen rapid growth in active ageing research. Active 
ageing has been the focus of a small number of empirical studies examining specific domains 
of active ageing, such as living environments, social support, economic determinants, and 
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cognitive fitness. A common shortcoming of these studies is that active ageing is often 
measured with a “dashboard of indicators” that capture specific aspects of active ageing, but 
fail to encompass the multidimensionality of the concept (Zaidi et al., 2013). Lack of a 
commonly accepted definition of active ageing has motivated recent research examinations 
into the definition and measurement of active ageing. In particular, studies have sought to 
empirically examine the active ageing model outlined by WHO in a quantifiable way (Buys 
& Miller, 2012; Paul et al., 2012; (Zaidi et al., 2013), and studies have also attempted to 
cross-culturally examine factors that are important for active ageing using qualitative 
methods (Cloos et al., 2010). Much more evaluation research is needed in this area to gain a 
better understanding of how active ageing relates to older people from different backgrounds. 
These studies represent gaps in the active ageing literature that need to be addressed to 
determine the value of the active ageing model to ageing policy. 
 The present research was conducted using both quantitative and qualitative 
methodologies, to examine the concept of active ageing and to explore the role of culture on 
older adults perceptions of active ageing. As outlined in Chapter 1, this research aims to 
develop and assess a measurement model of active ageing using Australian longitudinal 
survey data (Study 1). This study represents an important step in developing a quantifiable 
standard in which to assess active ageing. This research also aims to examine the active 
ageing perceptions of older adults from two samples, Australia and Portugal, whilst exploring 
the healthcare, social and financial environments in which they live (Study 2 and 3). Focus 
groups are central to this research, in line with suggestions that consulting with older adults is 
the best way to learn more about active ageing (Bowling, 2008, 2009). Additional questions 
about available resources builds on the findings by Cloos et al. (2010), and allows for an in 
depth understanding of the lived environment of older adults that is overlooked in previous 
active ageing studies of lay views. The last research aim is to conduct a cross-cultural 
comparison of active ageing themes identified in the focus group studies (Study 4). This 
represents the first cross-cultural comparison of active ageing perceptions using focus groups 
methods. Kendig (2004) explains that cross-cultural research is important because it allows 
for a more comprehensive understanding of individuals and societies. It is the hope that the 
current research will broaden understanding of how active ageing reflects the transactions of 
older adults with their environment. 
This research is relevant and timely, because through use of two cultural samples, it 
provides opinions on active ageing that can help to inform researchers’ measurements and 
conceptualizations of active ageing. The three research questions of the present thesis 
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correspond to gaps in active ageing research and concerns that were raised in this literature 
review and Chapter 1. It is the hope that this research will help to inform policy goals that are 
































Chapter 3: An examination of the determinants of active ageing in a sample of 
Australian community-dwelling older adults 
The Active Ageing Policy Framework defines active ageing as the maximization of 
opportunities for the health, participation and security of older adults, with the objective to 
enhance overall quality of life (WHO, 2002). As part of this model, six broad determinants 
are outlined as ‘windows of opportunity’ for improving the health and quality of life of older 
people. The problem with this model is that is unclear how determinants interact and work 
together to contribute to active ageing. To date, few studies have sought to empirically 
investigate the active ageing model outlined by WHO (2002). In the study by Buys and 
Miller (2012) indicators of active ageing were specified in line with the health, participation 
and security pillars of the active ageing model. In the achieved model subjective variables 
played a major role demonstrating the importance of moving beyond health indicators as the 
sole benchmark of ageing well. Paul et al. (2012) took a different approach and sought to 
reflect the six determinants of active ageing that are proposed to contribute to the health, 
participation and security of older adults. In this model health and psychological adaption 
played a major role and determinants were deeply intertwined demonstrating the difficulty in 
capturing the multidimensional nature of active ageing. Most recently, Zaidi et al. (2013) 
developed the AAI to monitor active ageing outcomes in European countries. This measure 
based on four domains places considerable weight on employment and high scores do not 
necessarily equate to high levels of wellbeing. These studies highlight considerable 
variability in the measurement of active ageing, and there is currently no quantifiable 
standard to assess active ageing. As a consequence, active ageing agendas often introduce 
policies that address singular social or health determinants and the multidimensional nature 
of the model is overlooked (Buys & Miller, 2012). 
This study addresses gaps in the active ageing literature outlined in Chapter 1, 
specifically a need for further empirical investigation into the measurement of active ageing, 
and seeks to determine how well-established measures of health and wellbeing can be applied 
to the WHO model in an Australian sample. The aim of the study is to reflect the 
determinants of active ageing using data from two Australian longitudinal studies, and to 
identify underlying constructs and indicators. This study represents a first step in capturing 
the multiple predictors outlined in the WHO model and seeks to provide a clearer 
understanding of the models relevance to the Australian context. It is the hope that findings 
will prompt further investigations into measurement of active ageing in older populations 
cross nationally, and identify unique cultural variants as well as common variables across 
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such populations. This chapter is based on a manuscript of a paper that was published in The 




 Data are derived from the Men Women and Ageing project which incorporates data 
from two population-based longitudinal studies that began in 1996: ALSWH and HIMS. The 
ALSWH is a survey of the health and well-being of three cohorts of women who were aged 
18–23 years (1973–1978 birth cohort), 45–50 years (1946–1951 birth cohort) and 70–75 
years (1921–1926 birth cohort) when recruited in 1996. The project uses mailed 
questionnaires to collect self-report data on health and related variables every three years. 
Women were selected from the Australian national health insurance database (Medicare), 
which includes all citizens and permanent residents. Stratified random sampling was used 
with intentional over-sampling of women from rural and remote areas. 
 In the 1921–1926 birth cohort, 39,000 women were initially invited to participate; of 
these 1100 were not contactable and 2366 were ineligible. Of the remaining women (N = 
35,534), 12,614 responded. They were closely representative of women of their age in the 
national population, based on comparisons with national census and national health survey 
data. 
 The HIMS cohort was formed by men who were screened for abdominal aortic 
aneurysm in a randomised controlled trial conducted in Perth, Western Australia in 1996. In 
this trial, eligible men were aged 65–79 years, resident in Perth (the capital of Western 
Australia), and not in long stay institutional accommodation. A list of all potentially eligible 
men was drawn from an electronic copy of the electoral roll in 1996 (voting is compulsory 
for adult Australians) and, after excluding 8801 who were no longer resident in Perth and 
2296 who had died, the remaining men were randomised into the screening group (N = 
19,352) or control group (N = 19,352). Of those invited to be screened, 1836 were ineligible, 
5303 did not respond or refused, and 12,203 were screened. These 12,203 screened men 
formed the HIMS cohort and have been followed by mailed surveys since their recruitment. 
Data collections in both studies were designed to contain many identical items, allowing 
comparative analysis.  
 The current analysis is based on data drawn from the second ALSWH conducted in 
1999 and the second HIMS conducted from 2001-2004. At the time of these surveys women 
(N = 10,434) were 73-79 years of age, and men (N = 5583) were 70 to 80 years of age. To 
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allow for comparative analysis, the age range of 73-79 is used for men and women resulting 
in 44 women and 2959 men being excluded from the sample. Due to differences in data 
collection methods of ALSWH and HIMS, missing data was more common for women than 
for men (see Appendix 1). This was presumably due to the fact that men completed the 
survey in an interview environment, while women completed the survey at home. In line with 
other published studies that use the ALSWH and HIMS datasets (Brown et al., 2012; 
Pachana, McLaughlin, Leung, McKenzie, & Dobson, 2011), all participants with missing 
data were excluded from the analysis. The resulting dataset for analysis was 7248 participants 
(1896 men, 5352 women). 
Measures 
 A number of HIMS and ALSWH survey variables were selected based on their 
relevance to the different groups of determinants outlined in the WHO active ageing model. 
Health and social service determinants. Healthcare accessibility was 
determined from questions that measure satisfaction with access to medical specialists and 
ease of seeing a General Practitioner (GP) of choice (i.e. “Thinking about you own 
healthcare, how would you rate the following? Access to medical specialists if you need 
them/Ease of seeing a GP of choice”). Responses ranged from ‘excellent’ to ‘poor’. 
Behavioural determinants. Subjective health was determined from the General 
Health item of the Australian version of the SF-36 Health Profile (McCallum, 1995) with 
responses ranging from ‘excellent’ to ‘poor’. A Physical Health Component Score (PCS) was 
calculated from four SF-36 subscales (physical functioning, role physical, bodily health, and 
general health) using weights from Australian Populations norms (ABS, 1997). The median 
score of 44 was used to dichotomise the variable. Sleep difficulty was calculated from four 
items (e.g. “Do you have any of these sleeping problems: waking up in the early hours of the 
morning?”) adapted from the sleep subscale of the Nottingham Health Profile (Hunt, 
McEwen, & McKenna, 1985) and one other item (i.e. “Worry keeping you awake at night”; 
(Byles, Mishra, Harris, & Nair, 2003). These were summed and categorized as ‘zero 
problems’, ‘one problem’, ‘two problems’, or ‘three or more problems’. Number of chronic 
conditions was determined from self-reported: arthritis, diabetes, hypertension, stroke, 
osteoporosis, breast or prostate cancer, bowel cancer, depression, skin cancer (malignant 
melanoma or other skin cancer), Alzheimer’s disease or dementia, anxiety, respiratory 
problems (asthma/bronchitis/emphysema), and heart disease (angina/heart attack). Conditions 
were summed and categorized as ‘zero conditions’, ‘one condition’, ‘two conditions’, or 
‘three or more conditions’. Vision and hearing impairment was determined from two 
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questions (i.e. “Do you have: difficulty seeing newspaper print, even with glasses/difficulty 
in hearing a conversation, even with a hearing aid?”) adapted from the communication 
subscale of version three of the Lambeth Disability Screening Questionnaire (Charlton, 
Patrick, & Peach, 1983). Body Mass Index (BMI) was categorized as underweight’ (BMI 
<18.5 kg/m2), ‘acceptable weight’ (BMI 18.5 –<25 kg/m2), ‘overweight’ (BMI 25–<30 
kg/m2), and ‘obese’ (BMI !30 kg/m2), in accordance with WHO (1999) obesity guidelines. 
Personal determinants. A Mental Health Component Score (MCS) was 
calculated from four mental health subscales (vitality, social functioning, role emotional, 
mental health) of the SF-36 using weights from Australian Populations norms (ABS, 1997). 
The median score of 56 was used to dichotomise the variable. 
Physical environment determinants. Falls (excluding stumbles and trips) and 
injuries from falls were determined from two items (i.e. “In the last 12 months, have you: had 
a fall to the ground/been injured as a result of a fall?”) adapted from the Australian 
Department of Veterans’ Affairs’ Preventive Care Trial for adults aged 70 years and older 
(Byles et al., 2002). Satisfaction with neighbourhood was calculated from seven items (e.g. “I 
have a lot in common with people in my neighbourhood”) that form a subscale ranging from 
seven to 35. The median score of 28 was used to dichotomise the variable. Neighbourhood 
safety was calculated from two items (e.g. “It is safe to walk around the neighbourhood at 
night”) that form a subscale ranging from two to ten. The median score of seven was used to 
dichotomise the variable. Items for both subscales are adapted from The Healthy 
Communities Survey in Tasmania, with minor differences to the wording of two items (A. F. 
Young, Russell, & Powers, 2004). 
 Social determinants. Social interaction and satisfaction was measured using an 
abbreviated version of the Duke Social Support Index (Koenig et al., 1993) with exclusion of 
two items. Social interaction was based on three items (e.g. “How many times did you talk to 
someone on the telephone in the past week?”) that form a subscale ranging from three to 11. 
The median score of seven was used to dichotomise the variable. Social satisfaction was 
calculated from six items (e.g. “Do you feel useful to your family and friends?”) that form a 
subscale ranging from two to 21. The median score of 17 was used to dichotomise the 
variable. 
Economic determinants. No direct income measure was available in either 
survey. Thus, education level categorized as ‘lower’ (never attended school/primary school), 
‘middle’ (some high school), and ‘higher’ (completed high school/completed university or 
other tertiary degree) was used as a proxy measure of income. 
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Data Analysis 
 The factor structure of the 16 indicators of active ageing was estimated by EFA using 
SPSS 19 for Mac, with principal components extraction and Varimax rotation. Criteria for 
factor retention included eigenvalues >1, factor loadings >.3, and the interpretability of 
factors (Leung, Leung, & Chi, 2012). CFA was conducted to further test the viability of the 
model using AMOS 18 for Windows, with a full information maximum likelihood estimation 
approach. A series of CFAs were run on the overall data and the female and male samples. 
Due to the sensitivity of large sample sizes, practical fit indices were used to assess goodness 
of fit to the data (Kline, 2011). Thus, the mean square error of approximation (RMSEA) and 
the comparative fit index (CFI) were used. Hu and Bentler (1999) suggest RMSEA should be 
".06 for a well-fitting model and CFI should be !.95 for a good fit or >.90 to accept the 
model.  
 To test whether there was factorial invariance across gender invariance analyses were 
conducted using multi-group CFA (MGCFA). Two nested models were tested. Model 1 
examined whether the factorial structure was the same across groups, testing for configural 
invariance. Model 2 constrained all factor loadings to be the same across groups, testing for 
metric invariance. When comparing nested models the #CFI value of <.01 was used as 
criteria for measurement invariance (Cheung & Rensvold, 2002). 
Results 
Sample characteristics 
 The average age of participants was 75.3 years (SD = 1.5), 74% were female (N = 
5352) and 26% were male (N = 1896). Of these participants, 74% were born in Australia (N 
= 5395), 77% lived in a house (N = 5603) and 34% were living alone (N = 4032). For marital 
status, 70% were partnered (N = 5079), 25% were widowed (N = 1784) and 5% were not 
partnered (N = 385). For education, 24% had received higher education (N = 1777), 40% 


















    % % % 




   
!
Higher 28.0 14.8 35.9 
 
Middle 39.9 38.6 39.6 
 
Lower 32.1 46.7 24.5 
Marital status 
   
!
Partnered 63.4 89.0 70.1 
 
Not Partnered 5.1 5.8 5.3 
 
Widowed 31.5 5.2 24.6 
Country of birth 
   
!
Australia 78.6 62.8 74.4 
 
Other English Speaking 14.2 19.8 15.7 
 
Other 7.2 17.4 9.9 
Living arrangements 
   
!
Alone 39.8 15.6 33.5 
 
Spouse 53 77.2 59.4 
 
Other 7.2 7.2 7.2 
Housing 
   
!
House 75.8 81.5 77.3 
 
Flat/unit/apartment/ mobile home 17.8 14.2 16.9 
  
Retirement village/ nursing home/ 
hostel/other 6.4 4.2 5.8 
 
Exploratory factor analysis 
 Initially the factorability of 17 items was examined for the pooled sample (N = 7248). 
‘BMI’ was removed due to cross loading >.4 and ‘education’ was removed as it did not load 
onto any factor. Of the remaining 15 items, 12 items had primary factor loadings >.5. ‘Sleep 
difficulty’ was the only item with a problematic cross loading (>.3), however was retained 
due to its meaningful contribution to the factor structure. Supporting the suitability of 
performing factor analysis, the Kaiser-Meyer Olkin measure of sampling adequacy was 0.699 
and the Bartlett Test of Sphericity revealed a 0.001 level of significance. As shown in Table 
2, five distinct factors were revealed explaining 51.84% of total variance. Following is an 
outline of the achieved five-factor solution. 
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1. Physical Health component: three variables (PCS, subjective health, chronic 
conditions) explained 12.72% of total variance 
2. Healthcare Accessibility component: two variables (ease of seeing GP, access to 
specialists) explained 11.27% of total variance 
3. Falls component: two variables (fall to ground, injury from fall) explained 9.99% 
of total variance 
4. Psychosocial component: five variables (hearing, vision, social satisfaction, MCS, 
sleep difficulty) explained 9.69% of total variance 
5. Social Environment component: three variables (neighbourhood safety, 
neighbourhood satisfaction, social interaction) explained 8.89% of total variance  
 
Table 2 
Rotated Factor Loadings of the EFA of Active Ageing Variables for the Overall Sample 
Items Total (N = 7248) !! F1 F2 F3 F4 F5 
PCS -0.78 -0.03 -0.09 -0.02 0 
Subjective health 0.77 0.19 0.03 0.17 -0.16 
Chronic conditions 0.70 -0.09 0.06 0.11 0.02 
Ease of seeing GP 0.03 0.86 0.01 0.03 -0.03 
Access to specialists 0.04 0.85 0.01 0.06 -0.04 
Fall injury 0.07 0.03 0.86 0.03 -0.02 
Fall to ground 0.09 -0.01 0.86 0.07 -0.02 
Hearing -0.08 -0.13 0.04 0.57 0.07 
Vision 0.14 0.03 0.02 0.53 0.12 
Social satisfaction -0.04 -0.12 -0.04 -0.53 0.29 
MCS -0.18 -0.16 0 -0.49 0.26 
Sleep difficulty 0.36 0.05 0.03 0.47 -0.05 
Neighbourhood satisfaction 0.02 -0.10 0.02 -0.02 0.72 
Neighbourhood safety -0.14 -0.02 -0.03 0.14 0.65 
Social interaction 0.02 0.05 -0.02 -0.20 0.43 
Eigenvalue 1.91 1.58 1.50 1.45 1.33 
% variance 12.72 11.27 9.99 9.69 8.89 
Total variance         51.84 





Confirmatory factor analysis 
 To test the viability of the five-factor model the five item clusters derived from the 
EFA were analysed. The measurement model indicated that all items loaded significantly 
onto their respective factors (p<.001). The latent factors were allowed to correlate. 
Examination of fit indices indicated that this model showed acceptable fit to the data 
(RMSEA .040 [90% confidence interval (CI), .038-.042], CFI .925). This model was used as 
the baseline model in multi-group comparisons (see Table 3). 
 To test whether there was factorial invariance across gender an invariance analysis 
was conducted (Byrne 1994). Firstly, the model fit across the two gender groups was 
examined separately (see Table 4). Results indicated adequate model fit for both females 
(RMSEA .041 [90% CI .038-.043], CFI .936) and males (RMSEA .044 [90% CI .040-.050], 
CFI .917). Given the adequate fit, the model was then tested across gender without imposing 
cross-sample constraints (Model 1). Results indicated adequate fit (RMSEA .029 [90% CI 
.028-.031], CFI .931) implying that both genders use the same underlying framework when 
responding to the scale, supporting configural invariance. A more stringent model was then 
tested that constrained the relationships between the indicators and latent variables to be 
equal across gender samples (Model 2). Findings indicated that there was little difference in 
fit between the unconstrained and constrained model (CFI=.001), suggesting measurement 
invariance. These findings reinforce the adequacy of the achieved five-factor model and 
further suggest that the model remains relatively stable across gender, where males and 
females demonstrate equivalent item loadings on factors. 
 
Table 3 
Goodness-of-fit Indices for the Achieved Model and Tests for Measurement Invariance 
Model  RMSEA CI  CFI #CFI 
Overall (n = 7,248) 0.040 .038-.042 0.925 !
Female (n = 5,352) 0.041 .038-.043 0.936 !
Male (n = 1,896) 0.044 .040-.050 0.917 !
Multigroup comparison ! ! ! !
  Model 1 (configural invariance) 0.029 .028-.031 0.931 !







Standardised Solutions of the Five-Factor Solution in the Two Gender Samples 
Items Female (N = 5352) Male (N = 1896) 
  F1 F2 F3 F4 F5 F1 F2 F3 F4 F5 
PCS -0.63 - - - - 0.54 - - - - 
Subjective health 0.85 - - - - 0.81 - - - - 
Chronic conditions 0.50 - - - - 0.42 - - - - 
Ease of seeing GP - 0.76 - - - - 0.72 - - - 
Access to specialists - 0.68 - - - - 0.65 - - - 
Fall injury - - 0.70 - - - - 0.95 - - 
Fall to ground - - 0.71 - - - - 0.54 - - 
Vision - - - -0.27 - - - - -0.29 - 
Hearing - - - -0.20 - - - - -0.15 - 
Social satisfaction - - - 0.43 - - - - 0.52 - 
MCS - - - 0.49 - - - - 0.51 - 
Sleep difficulty - - - -0.49 - - - - -0.45 - 
NBH satisfaction - - - - 0.52 - - - - 0.48 
NBH safety - - - - 0.36 - - - - 0.41 
Social interaction - - - - 0.24 - - - - 0.24 
Note. F1, physical health; F2, healthcare accessibility; F3, psychosocial; F4, falls; F5, social 
environment 
Discussion 
 This study sought to reflect the determinants of active ageing and establish their 
relevance to older Australians. EFA and CFA were applied to a sample of 7,248 older adults 
aged 73-79 years from ALSWH and HIMS wave two, to explore the underlying factor 
structure of 16 indicators of active ageing. Results demonstrate five factors that provide an 
acceptable fit to the overall data and are stable across gender. The first factor, labelled 
Physical Health (PCS, subjective health, chronic conditions), suggests high physical 
functioning, high subjective general health, and a lower number of chronic conditions are 
important for active ageing. This finding supports Paul, Ribeiro and Teixeira (2012) that 
found health variables to constitute the main component of active ageing, and lay views that 
emphasise the importance of health and physical function (Bowling, 2008, 2009). The second 
factor, labelled Healthcare Accessibility (ease of seeing GP, access to specialists) suggests 
that the availability and accessibility of medical professionals is important to active ageing. 
In the literature, subjective assessments of healthcare resources tend to be overlooked, despite 
having particular significance for older adults who make contact with the healthcare system 
on a regular basis, for treatment of chronic conditions or age-related impairments. The third 
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factor indicates that Falls (fall to ground and injury from a fall) are relevant to active ageing. 
Falls have been shown to be detrimental to successful ageing by impeding mobility and 
lifestyle and subsequent quality of life (Haga, Shibata, Shichita, Matsuzaki, & Hatano, 1986). 
The fourth factor, Psychosocial (hearing, vision, social satisfaction, MCS, sleep difficulty) 
suggest that sensory impairments, high social support, high mental health scores, and low 
sleep difficulty are relevant to active ageing. Accordingly sensory impairments have been 
shown to have a negative impact on mental health (Lopez et al., 2011; Ormel et al., 1997), 
while poor mental health has been associated with decreased satisfaction with social support 
(Bookwala & Lawson, 2011; D. McLaughlin, Vagenas, Pachana, Begum, & Dobson, 2010). 
Mental health issues and sensory impairments impact older adults’ ability to interact socially, 
leading to withdrawal from social interactions and feelings of isolation (Gurung, Taylor, & 
Seeman, 2003). The fifth factor, Social Environment (neighbourhood safety, neighbourhood 
satisfaction, social interaction) suggests that perceived neighbourhood safety and satisfaction, 
and high social interaction are important for active ageing. This is in line with prior research 
that demonstrates the importance of neighbourhood characteristics for ageing well (Windsor, 
Fiori, & Crisp, 2012; Yen, Michael, & Perdue, 2009). 
 Identified factors were not similar to those outlined in the WHO model, consisting of 
a complete rearrangement of active ageing determinants. Behavioural determinants (Physical 
Health and Psychosocial), social determinants (Psychosocial and Social Environment), and 
physical environment determinants (Falls and Social Environment) play a major role 
contributing to four of the five factors derived, while health and social service determinants 
(Healthcare Accessibility) is the only determinant to contribute independently to the model. 
These findings represent a first step in capturing the multidimensional nature of the construct 
with quantitative variables. 
 This model goes beyond successful ageing models that concentrate on health and 
functionality in older age (Rowe & Kahn, 1997), demonstrating the importance of 
considering aspects of the environment (i.e. health resources, neighbourhood characteristics) 
when conceptualizing active ageing. The current study also highlights the need to understand 
active ageing determinants in specific cultural contexts. For Australians, physical health 
needs and quality of life are considered in relation to perceptions of healthcare, community 
and social environments, where active ageing is understood as the interplay between health 
and environment. In contrast, Paul et al. (2012) found health and psychological adaption to be 
important for active ageing in a sample of Portuguese older adults. As these studies included 
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different measures and variables to represent each determinant, it is difficult to draw 
comparisons between findings.  
 Limitations. A main limitation of the current study is that the analysis was limited to 
longitudinal survey variables. Several important variables covered by the WHO model, 
namely alcohol use, ADLs and IADLs, personality indicators, and income were therefore not 
included in the current study. Other indicators included in the WHO model (e.g. 
environmental determinants; pollution, drinking water) are difficult to measure. Without an 
agreed upon definition of active ageing it is difficult to determine what variables would be 
most suitable to include in future measurements. The inclusion of dichotomous variables, 
while commonly used in clinical analyses, is also a limitation of the current study. 
Researchers have reported that while these variables can be factor analysed, results obtained 
can be biased and result in ‘difficulty factors’ that are said to be attributed to “variation in 
endorsement rates across items and not to the underlying construct” (Floyd & Widaman, 
1995, p. 288). However, there is evidence that scales including different numbers of response 
categories (including dichotomous variables) measure the same underlying construct (Preston 
& Colman, 2000). Due to the exploratory nature of the current study and the reliance on 
secondary data with predetermined response categories dichotomous variables were included.  
 Conclusion. The model reported in this study is a first step in developing a 
quantifiable standard to measure the determinants of active ageing. Despite the intertwined 
and complex nature of active ageing, the current study identifies how longitudinal survey 
variables can be adapted to reflect the concept. The important role played by health and 
social variables in active ageing is also identified. Further cross-cultural comparative studies 
would enhance our understanding of the applicability of the WHO model in a global context. 
Due to the difficulty replicating the current study in another population, the next logical step 
was to consult with older adults about how they view active ageing in two populations, 
allowing for the direct comparison of findings. This underpins the rationale for Study 2 and 








Chapter 4: A focus group study of the meaning of active ageing to older 
Australian men and women 
This study addresses gaps or issues found in the literature on active ageing, in 
particular, calls for a universal definition of active ageing (Boudiny & Mortelmans, 2011; 
Bowling, 2008; Walker & Maltby, 2012) and the lack of consultation with older adults about 
how they view active ageing. This chapter reports on the results of four focus group 
discussions conducted with older men and women, from Queensland, Australia. Participants 
were asked their views on active ageing as well as their opinions regarding the availability of 
health, social and financial resources in Australia. Focus groups were considered an effective 
way to gather opinions regarding the concept of active ageing in different cultural contexts, 
and to identify themes that can be followed up in subsequent analyses. 
As mentioned in Chapter 1 a mixed method approach was used, meaning that the 
qualitative study also used questionnaire measures. This allowed for a more thorough insight 
into the health status and lived experience of participants. The current chapter presents an 
examination of older Australians’ perceptions of active ageing and the health, financial and 
social environments in which they live. A focus group methodology was employed 
throughout the research (Morgan & Krueger, 1993). This qualitative method was suitable as 
the primary aim was to explore the concept of active aging in an Australian context without 
imposing predetermined ideas (Iwamasa & Iwasaki, 2011). Focus groups allow participants 
to share their ideas and opinions and facilitate group discussion to expand and clarify 
concepts being shared (Iwamasa & Iwasaki, 2011; Reichstadt et al., 2007). This represents 
the first study to examine older adults perceptions of active ageing using focus group 
methods in an Australian sample, and will provide a better understanding of resources that 
influence the ability to age actively. Findings are presented in terms of themes drawn from 
questionnaire responses and focus group discussions. The quantitative data collected from the 
focus groups included participant demographics, as well as questions on health status, such as 
chronic conditions, self-rated health, quality of life and self-assessed active ageing. 
Method 
Participants  
A total of 33 Australian older adults participated in four focus groups conducted in 
Brisbane City and Redland City, Queensland. This sample size allowed for meaningful 
insights into active ageing without assuming generalisation across the whole population 
(Creswell, 2012). Focus group recruitment continued until no new themes emerged during 
group discussions. Participants were recruited from the Ageing Mind Initiative 50 Plus 
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Register and a seniors centre in Brisbane City (Group 1, N = 5), a retirement living 
community in Carindale, located 16 km south of Brisbane, (Group 2, N = 7), a retirement 
living community in Redland Bay, Redland City, located 35 km south-east of Brisbane 
(Group 3, N = 8), and a healthy ageing program in Inala, located 23 km south-west of 
Brisbane (Group 4, N = 13). All participants were living independently in the wider 
community or within a retirement living community (gated communities built for mature 
aged living). To assist ageing in place, the Redland Bay retirement living community 
provided opportunities for low to high levels of care for residents; however no focus group 
participants required these services. 
Three focus groups were conducted in low disadvantage areas (Brisbane City, 
Carindale, and Redland Bay), and one focus group was conducted in a high disadvantage area 
(Inala), as indicated by the Socio-economic Index for Areas (SEIFA) Index of Relative 
Socio-economic Disadvantage (IRSD) scores. The IRSD measures the relative disadvantage 
of an area based on the economic (e.g. unemployment, low income households) and social 
conditions (e.g. educational attainment, overcrowded dwellings) of people and households 
within a particular area. High index scores represent the least disadvantaged areas while low 
index scores represent the most disadvantaged areas. In 2011, the IRSD scores for Carindale, 
Redland Bay, and Brisbane City ranked in the top 80% in Queensland (1111, 1058, 1082, 
respectively), while Inala’s RISD score (764) ranked in the bottom 2% (ABS, 2013). 
Older adults were recruited by posting advertisements at the identified locations and 
liaising with centre staff. Study advertisements sought individuals aged 65 years and older, in 
line with the standard chronological definition developed countries often use to define the 
‘older population’. However, as there is no general agreement on the age at which an 
individual is considered to be old (WHO, 2015a), this age was used as a guide only and 
individuals who perceived themselves to belong to this group were included. Sign-up sheets 
were posted on centre notice boards where participants had the option to indicate their 
availability. Focus groups were organised on a day and time that was convenient for most. 
All participants who expressed interest and were available to attend an organised group were 
included.   
Survey materials 
Participants completed a brief demographic questionnaire including age, gender, 
marital status, living arrangements, education, income management, and access to medical 
professionals. They also responded to questions measuring quality of life (“Thinking about 
the good or bad things that make up your quality of life, how would you rate your quality of 
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life as a whole” very good/good/alright/fair/poor; Bowling, 2008), general health (“In general 
how would you rate your health? excellent/very good/good/fair/poor), diagnosed or treated 
chronic conditions (20 conditions adapted from ALSWH survey two), self-perceived active 
ageing (“Thinking about what you have listed as important for active ageing, would you say 
you are ageing ‘actively’ so far?” yes, very actively/yes, fairly actively/neither actively nor 
inactively/no, not actively/no, not at all actively; Bowling, 2009), and the open ended 
question, “What, in your opinion, is most important for active ageing? You can list as many 
or as few things as you like. There are no right or wrong answers. We are interested in your 
own views” (Bowling 2008, 2009). See Appendix 2 for questionnaire. 
Focus group procedure 
Focus group recruitment began two months prior to data collection. To obtain 
variation in perspectives and experience, the study took a purposive sampling strategy 
(Patton, 2002) recruiting older adults from a variety of organisations located in low and high 
disadvantage areas. The study was first advertised using the Ageing Mind Initiative 50 Plus 
Register, this included online advertising and advertising in the monthly newsletter. 
Researchers also contacted a large number of over 50’s clubs and organisations (e.g. men’s 
sheds, church groups, senior leisure centres), sporting clubs, retirement living and aged care 
communities, and charity organisations (e.g. meals on wheels) in Brisbane and Redland City, 
in Queensland Australia. Thirty-five organisations were initially contacted by phone or email. 
Of these, nine agreed to pass study information on to members or residents. A study 
advertisement and signup sheet were emailed or personally delivered to organisations that 
expressed interest. Of these organisations, five displayed study information on their 
community noticeboards; three of which were located in areas identified by SEIFA IRSD as 
being low disadvantage, and two located in areas identified as high disadvantage. Those who 
were interested in participating added their contact details to the signup sheet or contacted the 
researcher directly. In addition, participants were recruited using a snowball sampling method 
(Patton, 2002), where those who registered their interest suggested additional participants 
among their acquaintances. 
A total of four focus groups with an average of eight participants were conducted, 
each lasting 60-90 minutes. For consistency the primary researcher served as moderator for 
all four groups. Focus groups were conducted at community centres at each of the locations. 
All focus groups were mixed gender and were conducted by the primary researcher. Prior to 
focus group discussion, participants read and signed a consent form that included permission 
to audiotape and transcribe focus group discussions (see Appendix 3). Participants also 
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completed a three-page questionnaire and were assured of confidentiality. A semi-structured 
interview design was used based on the format outlined by Morgan and Kruger (1993), that 
included a broad list of open-ended questions, that assisted in the collection of comparable 
data about how older Australians conceptualise active ageing, and the health, social and 
economic environment in which they live. These questions were based on measures included 
in study one, the WHO framework, and previous work by researchers on successful and 
active ageing (Bowling, 2007, 2008; Iwamasa & Iwasaki, 2011; Reichstadt et al., 2007). See 
Appendix 4 for full list of questions.  
Focus groups began with two primary questions adapted from Iwamasa and Iwasaki 
(2011), 1) What comes to mind when you hear the phrase active ageing?, and 2) What are the 
characteristics of an Australian older adult who is ageing actively? Participants were 
encouraged to share personal stories and opinions and build on the stories of others. 
Participants were then asked to suggest barriers to active ageing (Knight & Ricciardelli, 
2003). Once the meaning of active ageing was established, participants were asked a series of 
questions adapted from Cloos et al. (2010) examining three domains of the active ageing 
framework; accessibility and availability of health and disability services, social activities 
and support, and economic resources (including income and employment opportunities). 
Discussion focussed on accessibility, utilisation, affordability, and satisfaction of services 
(Cloos et al., 2010). Participants were encouraged to identify services and organisations and 
to suggest necessary improvements. 
Morning tea was provided at each focus group and participants received $20 for their 
participation. Participants from one focus group pooled their participation money ($160 in 
total) and arranged for it to be donated to a local diabetes charity.  
Quantitative analysis 
 Quantitative data collected from questionnaires were analysed using SPSS 19 for 
Mac. Because of missing data, responses to questions on education, marital status, income 
management, self-rated active ageing, self-rated quality of life and self-rated health were 
collapsed into three categories. Education was recoded as “lower” (never attended school, 
primary school), “middle” (some high school, completed high school) and “higher” 
(completed university or other tertiary degree); marital status as “partnered” (married, 
defacto), “not partnered” (single, divorced, never married), and “widowed”; income 
management as “it is easy”, “it is not too bad”, and “it is difficult” (it is difficult some of the 
time, it is difficult all of the time, it is impossible); self-rated active ageing as “very actively”, 
“fairly actively” and “less than actively” (neither actively nor inactively, not actively, not at 
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all actively); self-rated quality of life as “very good”, “good” and “less than good” (alright, 
bad, very bad); and self-rated health as “better than good” (excellent, very good), “good”, and 
“less than good” (fair, poor). “Yes” responses to each of the chronic conditions were summed 
to give total number of conditions. Participants in the Carindale, Redland Bay, and Brisbane 
City groups were categorised as living in a “low disadvantage” area, while participants from 
the Inala group were categorised as living in a “high disadvantage” area. Descriptive statistics 
were conducted on various demographic variables and bivariate correlations between survey 
variables were explored. 
Open-ended questionnaire responses were entered into QSR NVivo10, a software 
management tool that assists with organising and analysing qualitative data. Participants were 
instructed to list as many or few things that they considered important for active ageing. In 
many cases participants reported the same theme or subtheme more than once. As such, the 
number of times a theme is mentioned can be higher than the number of participants that 
mention a theme at least once. Descriptive statistics include the number of times each theme 
or subtheme is mentioned, and the number and percentage of participants that mention a 
theme at least once. The total number of themes reported by each participant was recorded 
and the mean number of themes per participant was calculated. Independent samples t-tests 
investigated gender differences in reported themes and subthemes. 
Qualitative analysis 
 Focus groups were audio taped and transcribed verbatim by the primary researcher. 
Importance was placed on the content rather than the form of expression and minor 
linguistics (e.g. umm, ah) were removed. Transcripts and open-ended questionnaire responses 
were uploaded in NVivo and read through several times to ensure familiarity. Data were then 
analysed using a grounded theory approach (Corbin & Strauss, 1990). This is an exploratory 
method that involves open coding of transcriptions, categorizing of codes, and examining 
relationships between categories. This method differs from traditional research methods that 
involve the application of theoretical perspectives to data (Allan, 2003), and is suitable for 
the exploratory nature of this study. Transcripts were read thoroughly and a process of initial 
coding was commenced at a general level, where segments of transcripts were assigned codes 
based on topics covered in focus groups (i.e. specific focus group questions) or emergent 
themes. Codes for segments were continuously checked and compared and categories were 
added to reflect nuances of the data (Pope, Ziebland, & May, 2000). In some instances, 
segments of text were assigned more than one code (e.g. theme, attitude) and subthemes were 
identified. The primary researcher discussed the assignment and description of all codes with 
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her advisory team. All researchers reviewed themes and subthemes and refined codes where 
differences in opinion existed. The final codes existed of themes, subthemes, issues and 
opinions related to active ageing, as well as health, financial and social resources. The 




Focus group demographics are outlined in Table 5. The mean age of participants was 
75.25 years (SD = 8.312) with a range of 52 to 93 years. Three participants did not specify 
their age, and two participants reported that they were younger than 65 years. These 
participants believed that they should participate as they had retired. The majority of 
participants were female (64%), married (67%) and lived with a partner (67%). For 
educational level, 21% reported lower education, 58% middle education, and 21% higher 
education. In terms of income, 57% of participants reported that managing on their available 
income was “not too bad”, while 21% reported it as being “easy”, and 21% “difficult”. In 
terms of SEIFA, 61% lived in areas classified as “low disadvantage” and 39% in a “high 




















Australian Focus Group Sample Demographics (N = 33) 
Questionnaire items N % 
Age (M=75.25, SD=8.312) 
  Gender 
  
 
Male 12 36.4 
 




Partnered 22 66.7 
 
Not partnered 3 9.1 
 




Lower 7 21.2 
 
Middle 19 57.6 
 




Alone 10 30.3 
 
Partner 22 66.7 
 




It is easy 7 21.2 
 
It is not too bad 19 57.6 
 
It is difficult 7 21.2 
Access to medical professionals 
  
 
Better than good 27 81.8 
 
Good 4 12.1 
 
Less than good 2 6.1 
Focus group area 
  
 
Low disadvantage 20 60.6 
 High disadvantage 13 39.3 
 
As with many older Australians, 91% of the participants reported suffering from one 
or more chronic conditions (M = 2.78, SD = 2.08). The most common chronic conditions 
were: high blood pressure (48%), cataracts (30%), diabetes (27%), skin cancer (21%), and 
other heart problems (18%). Other reported conditions included: respiratory problems 
(asthma, bronchitis, emphysema; 15%), glaucoma (15%), osteoarthritis (12%), osteoporosis 
(12%), heart attack (12%), stroke (12%), depression/anxiety (12%), and macular 
degeneration (6%). See Table 6 for full list of chronic conditions and self-ratings of health. 
The majority of participants rated their quality of life as “good” (64%) or “very good” (21%), 
and only 15% as “less than good”. For self-rated health, 30% rated their health as “very 
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good”, 39% as “good”, and 30% as “less than good”. In terms of active ageing, 30% rated 




Descriptive Statistics for Chronic Conditions and Self-ratings of Health (N = 33) 
  !! N %  




High blood pressure 16 48.5 
!
Osteoarthritis 4 12.1 
!
Osteoporosis 4 12.1 
!
Parkinson’s 1 3 
!
Angina 2 6.1 
!
Heart attack 4 12.1 
!
Other heart problems 6 18.2 
!
Diabetes 9 27.3 
!
Asthma 5 15.2 
!
Bronchitis/emphysema 3 9.1 
!
Stroke 4 12.1 
!
Macular degeneration 2 6.1 
!
Glaucoma 5 15.2 
!
Cataract 10 30.3 
!
Skin cancer 7 21.2 
!
Other cancer 2 6.1 
!
Depression 4 12.1 
!
Anxiety/nervous disorder 4 12.1 
!
Alzheimer’s/dementia 0 0 
!




Better than good 10 30.3 
 
Good 13 39.4 
 
Less than good 10 30.3 
Quality of life 
  
 
Very good 7 21.2 
 
Good 21 63.6 
 




Yes, very actively 10 30.3 
 
Yes, fairly actively 19 57.6 
 No, less than actively 4 12.1 
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A significant negative association was found between living arrangements and marital 
status (r = -.685, p < .01), in line with the number of widowers living alone. See Table 7 for 
bivariate correlations. No significant differences were found between low or high 
disadvantage areas in terms of educational attainment or income management. However, a 
significant association was found between living in a high disadvantage area and quality of 
life (r = .392, p < .05), where living in a high disadvantage area was associated with lower 
quality of life ratings. Correlations showed that higher self-ratings of active ageing were 
significantly associated with higher self-rated health (r = .498, p = < .01) and higher ratings 
of quality of life (r = .536, p < .01). The only socio-demographic indicator found to be 
significantly associated with self-rated active ageing was education (r = .372, p < .05), where 
higher ratings of active ageing were associated with higher levels of education. Self-rated 
health was also found to be positively associated with quality of life (r = .389, p < .05) and 
number of chronic conditions (r = .379, p < .05). No significant associations were found 





















Bivariate Correlations of Australian Questionnaire Items (N = 33) 
Item 1 2 3 4 5 6 7 8 9 10 
1. Age - 
         
2. Gender -0.162 - 
        
3. Marital status 0.184 0.288 - 
       
4. Education -0.303 -0.097 0.109 - 
      
5. Living arrangement -0.065 -0.158 -.685** -0.091 - 
     
6. Income management -0.048 0 0 0.071 0 - 
    
7. Access to medical professionals -0.056 -0.124 0.154 -0.253 -0.196 -0.169 - 
   
8. Total chronic conditions 0.341 -0.078 0.035 -0.113 0.09 -0.158 0.072 - 
  
9. Self-rated health -0.092 -0.081 -0.091 -0.239 0.229 -0.179 0.211 .379* - 
 
10. Quality of life -0.198 -0.181 -0.05 -0.31 0.045 -0.155 0.319 -0.06 .389* - 
11. Active ageing 0.046 -0.119 -0.031 -.372* 0.035 0.074 -0.048 0.276 .498** .536** 
Note. * p < .05                     
** p < .01 








Perceptions of active ageing according to written responses 
 In response to the open-ended active ageing question, the most commonly mentioned 
themes related to Physical Health and Function (70%), Social Contact (55%), Leisure Activities 
(45%), Psychological Factors (40%) and Mental Activity (40%). Within these categories, the most 
commonly mentioned subthemes were physical activity, having outside interests, and keeping 
active or busy with domestic tasks. See Table 8 for an outline of themes and subthemes. 
Participants reported an average of 2.5 themes, with females reporting slightly more themes than 
males. Female and male responses were similar, with the exception that females were significantly 
more likely than males to mention mental activities, t (31) = -2.091, p < .05, and keeping active or 




























Australian Participants Written Definitions of Active Ageing  
Active ageing themes and subthemes Total  (%) 
Male  
(N = 12) 
Female 
(N = 21) 
Physical health and function    
 
Physical activity- walking, running, sport, dancing, 
group exercise, strength, flexibility 17 5 12 
 
Keeping active/busy with domestic tasks- housework, 
grocery shopping, driving 8 1 7** 
 
Health and lifestyle- good health, healthy diet, limiting 
alcohol and smoking, quality of life 6 3 3 
 Total mentioning at least once
a 23 (70) 7 16 
Social contact    
 
Having a good social life, communication with friends/ 
family, socialising with younger generation, married 
life, meeting new people, community involvement  
23 6 7 
 Total mentioning at least once
a 18 (55) 5 13 
Leisure activities    
 
Outside interests, attending groups/meetings, going on 
trips, shopping 9 4 5 
 Volunteering, meaning work and responsibilities 7 2 5 
 Holidays, travelling 5 2 3 
 Total mentioning at least once
a 15 (45) 5 10 
Psychological factors    
 
Retain humour, resilience, keeping interested/alert, 
peace of mind, contentment, positivity, feeling useful, 
motivation  
19 6 13 
 Total mentioning at least once
a 13 (40) 5 8 
Mental activity    
 
Keeping mind active, reading, TV, craft, crosswords, 
puzzles/mind teasers, music, movies, painting, study 16 3 13 
 Total mentioning at least once
a 13 (40) 2 11** 
Other    
 Adequate income, non-reliance on entitlements 2 2 0* 
 Easy access to medical facilities 1 0 1 
 Happy atmosphere to live 1 0 1 
 Total mentioning at least once
a 2 (6) 1 1 
No. of participants 33 12 21 
Mean number of themes mentioned per participant 2.55 2.08 2.81 
Note. Subthemes can be mentioned more than once       
a Total number and percentage of participants mentioning theme at least once (single counting). 
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** T-test p < .001 
    
Physical Health and Function was the most frequently reported theme as being important for 
active ageing, this included physical exercise, routine activities, and lifestyle factors. Participants 
frequently mentioned that it was important to “keep active in body” and “keep moving” through 
varied exercise activities, while taking into account physical limitations (e.g. “keeping active while 
being conscious of your limitations” and “Walk if possible”). Reported activities included: sport, 
walking (slow or fast), running, dancing, strength and flexibility, bush walks, and exercise classes. 
Keeping “active” or “busy” with routine activities was also mentioned; these included “doing own 
housework” and “grocery shopping”, as well as sharing routine activities with partner (e.g. “sharing 
housework and groceries shopping and then enjoying a coffee”). Lifestyle factors including, “good 
health”, maintaining a healthy diet by “eating sensibly”, and limiting alcohol use and smoking were 
also mentioned as being important to “quality of life over length of life”. 
 Social Contact (e.g. “having a good social life”) was the second most frequently reported 
theme of active ageing. Older adults considered general social interaction (e.g. “communication 
with others” and “mixing with people”), spending time with friends (e.g. “having fun with friends”) 
and making new friends as important for active ageing. Family involvement such as “seeing 
grandchildren growing up” and “keeping active in family affairs” was also frequently mentioned. 
As was socialising with the younger generation (e.g. “taking interest in the activities of young 
people”), relationship with spouse (e.g. “being able to talk and growl at each other”), and quality of 
social contact (e.g. “mixing with positive people”). 
 Leisure Activities, made up of outside interests, work and travel, was the third most 
frequently mentioned active ageing theme. Participating in activities outside of the home (e.g. 
“outside interests”), included: trips to the beach, bus trips, movies, shopping, attending social 
groups, and community involvement. Volunteer work and community work (e.g. scout leader, men 
shed) was mentioned as being important by providing “meaningful work and responsibilities”. The 
ability to travel and go on frequent holidays (e.g. “being prepared to spend money to enjoy reward 
for hard work”) was also considered important to ageing actively. 
Psychological Factors were also reported as being important to active ageing, including: 
positive state of mind (e.g. “positive thinking”, “contentment”, and “to reconcile past with the 
present”), life enjoyment (e.g. “having fun”, “being happy”, “retaining good humour” and 
“laughter”), keeping “motivated”, “busy” or “useful”, living in the moment (e.g. “don’t put things 
off, do them when you feel like it”), and keeping cognitively alert (e.g. “if we don’t use it, we lose 
it”). 
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Mental Activity was the final theme that was revealed as being important, and was often 
reported alongside physical activity (e.g. “lots of things to do both physically and mentally”). A 
large range of activities that exercise the mind (i.e. “mental/mind games”) were reported, these 
included completing crosswords, word search, and games such as mah-jong and cards. Exercising 
the mind through continued learning and study was also mentioned, as was completing hobbies 
such as: craft, painting, singing, reading, watching movies and TV, and listening to music. 
Active ageing themes and subthemes identified in focus group discussions 
Focus group discussions indicated that active ageing involved optimal functioning in a 
variety of areas. Participants described active ageing in terms of psychological, social, physical and 
mental functioning and activity. Definitions of active ageing were derived from responses to an 
initial word association task and discussions of the characteristics that are important for active 
ageing. Discussions also included factors that prevent active ageing as well as opinions and 
attitudes surrounding the social, healthcare and financial resources in Australia. Participant quotes 
and conversations that illustrate these themes are italicized. To ensure anonymity, participant names 
and location identifiers have been removed and specific groups are referred to “high disadvantage” 
or “low disadvantage” where distinction was deemed necessary. 
Psychological factors. Psychological factors made up the most prominent dimension (or 
theme) of active ageing. In response to the initial word association task, the majority of responses 
related to positive affect and attitude, such as “you can’t think negatively at all”, “positive 
thinking”, “laughter”, and “peace of mind”. In depth discussions of the characteristics that are 
important for active ageing highlighted positive attitude was vital for overcoming challenges that 
are associated with the ageing process, especially for individuals suffering from serious health 
issues that affect physical functioning. This is demonstrated in the following quotes. 
“I’m a very positive person and I take rolls and punches, simple as that. But never feel sorry 
for yourself.” 
“You’ve got to keep your sense of humour. If you lose that and just wallow in a state of 
grumps you really aren’t going to be active.” 
“I’ve got a lot of health issues but I don’t let them get me down at all. I just move on, that’s 
the best thing to do. As I said before don’t dwell on those, we all get problems as we get 
older.” 
Positive attitudes were especially evident in conversations about the healthcare system. 
Participants were very aware of how lucky they were concerning the availability of resources and 
frowned upon others who complained. This is highlighted in the following discussion between 
participants from a low disadvantage group. 
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Participant A: “You’ve got to count your blessings. I got to the specialist yesterday and they 
said that he was running late an hour.” 
Participant B: “That should never matter. Someone that has gone before you has used the 
time and needed it, so never complain about doctors running late. I get very annoyed when 
people complain.” 
Participant A: “Well I don’t complain because my doctor always apologises. I say well 
that’s ok, I just drink your coffee and read your magazines in the meantime”. 
While the tendency to construe ones experience in a positive light was consistent across 
groups, when discussing health related matters, participants living in low disadvantage areas were 
more positive than those living in high disadvantage areas. Accordingly, these participants reported 
a greater number of health resources located in close proximity to their home and did not need to 
travel long distances to see a specialist. Due to the lack of suitable public transport options and the 
expense associated with catching cabs, accessibility was a big issue for older adults who no longer 
held a license. These problems were amplified when living a considerable distance from the city, as 
was the case for the participants from the high disadvantage focus group. These findings support 
research by Zeitler et al. (2012) that found impractical transport options contribute to car 
dependency and place older adults at risk when they are no longer able to drive. 
As well as having a positive attitude, participants frequently reported motivational factors 
(e.g. “motivations come into it a lot”, “self-motivation is the hardest thing”, “be prepared to go out 
of your comfort zone”) as important for active ageing. This included motivation to participate in 
physical exercise and social activities (e.g. “be outgoing to participate in activities arranged”). 
Motivation was discussed as a controlled process that was important for overall quality of life. 
“I’ve got the attitude that if you don’t do it then you’ll miss out. If you don’t make it, what 
are the consequences? That’s the way it is.” 
“Sometimes you have to punch yourself though. I don’t want to get in the pool but I better.” 
 A sense of control over life was also considered important (e.g. “we do what we want to 
do”). Participants reported that it was important to have the freedom to make their own decisions. 
These included having control over healthcare received, financial decisions and leisure time, as 
demonstrated in the following quotes. 
“It’s about taking control of your life and having control of what you want so that you’re 
not being worked on by doctors when you don’t want. If you want to spend your money the 
way you want to, you can. You have control over as much of your life as you can.” 
“Some people don’t like to participate in a group. So for them I think it’s doing the kind of 
things they like to do and having control over that and not being pushed into doing this 
because they’re an old person.” 
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Social roles and activity. In line with written definitions, social activity (e.g. “social 
interaction”, “going out a lot to theatre and other interests you may have”) was the second most 
reported theme of active ageing. This included interaction with family members (e.g. “family comes 
before everybody”, “it helps to have lots of grandchildren”). Discussions highlight the importance 
of social participation in the face of physical limitations.  
 “The main thing is when you get old like us you don’t sit around and do nothing. You get 
out with people and you mix and enjoy yourself.” 
“But even if they can’t do things, I think it’s most important that people get together to have 
a cup of coffee to talk. 
 Participants from retirement living communities indicated that social activity was an 
expectation. These communities had very busy activity schedules offering a variety of activities that 
catered for residents of differing activity levels. Due to the large number of social activities that 
were arranged, there was an attitude that social isolation was the fault of the individual and those 
that chose not to participate were frowned upon by other residents. While social activity was 
strongly valued in all Australian focus groups, this was more pronounced in low disadvantage 
retirement living communities, presumably because of the close living quarters and the ease in 
which one could participate. This is highlighted in the following discussion between participants 
from a low disadvantage group: 
Participant A: “I think everybody here is actively ageing because there is just so many 
activities that you can participate in. As long as you are open to taking part in them. There 
are a lot of people that don’t which is sad because there is just so much.” 
Participant B: “I think that is the worst part, those that don’t. Most of us do.” 
Participant C: “If they sit back and complain because they’re lonely. You have to make the 
effort.” 
 Maintaining an interest in younger people was also mentioned as being important to active 
ageing. Participants reported that they enjoyed interacting with younger adults who offered a 
different perspective on life.  
“Doesn’t hurt to maintain an interest in young people to stay in touch... Learn a lot from 
young people and may be able to offer them some advice too.” 
“It sort of gives you a buzz when you bump up against young people I think. It’s a different 
perspective in life and they’re a little switched on to things that you might not see is 
important but that are really interesting. You know technology and all the silly things they 
tell you about.” 
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 This was especially relevant to older adults who participated in volunteer work. These 
participants enjoyed their work in the community and reported positive interactions with younger 
adults that left them feeling respected and productive.  
Physical health and activity. In line with written definitions of active ageing, older 
adults often mentioned physical activity as being important to active ageing. Responding to the 
initial word association task with “keep moving”, “keep active as much as you can” and “body 
movement”. When asked to elaborate, participants often identified different physical activities they 
engage in to stay active and the importance of maintaining a healthy lifestyle. This is demonstrated 
in the following quotes. 
“I keep myself active all the time, I’ve got three different lawns I mow. We play indoor 
bowls twice a week and rock and roll dancing, and I’ve got a big commercial pressure 
cleaner… it keeps me going” 
“Maintain a healthy lifestyle for as long as possible when you’re young, I suppose. Eat 
healthy, exercise regularly. I’ve always looked at it that way” 
However, when asked to identify the characteristics that are important for active ageing 
physical activity was rarely mentioned in comparison to other themes. Discussions highlight that 
although physical activity is considered important for active ageing, it is not always possible due to 
physical injuries and health problems. 
“The trouble is, I think for me, I’ve got to manage injuries and stuff so I can’t go nuts. I 
have to take account for my age and so I can’t go absolutely berserk because I’ll hurt myself 
and then I’ll be no good for a long time.” 
“We do cups of tea and little social things but I would love them (friends) to do a little bit 
more exercise… I know it would help them because I know exercise doesn’t just help you 
physically but helps you mentally.” 
Mental function and activity. In addition to being physically active, participants also 
talked about the importance of remaining mentally active. This was the final theme that was 
identified in focus group discussions as being important for active ageing and is in line with written 
questionnaire responses. 
“I think that it is important to keep your mind working, I do word puzzles” 
“It’s good to stretch your brain to study something that’s hard. I think we comfortably do 
the brain tests, the crosswords that are easy. To struggle is hard, is what actually keeps the 
brain ticking over.” 
Mental activity was often mentioned as a substitute to physical activity that is no longer 
possible due to physical limitations. For example, a male participant that was required to be on 
oxygen the majority of the day stated that although he was unable to exercise (“I walk 100m and I 
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can’t breathe”), he was ageing actively because he kept mentally active. Further, mental activities 
such as reading were considered important for keeping active for individuals who were unable to 
participate in social or physical activities due to physical limitations, or under time constraints due 
to caring for a sick partner. This is demonstrated in the following quotes. 
“I’m fortunate because I make model aeroplanes, in bad times I will sit in my workshop and 
whatever, I’ll sit out there and it will get me through the day… Rather than sit there and do 
nothing if you have a problem, you must keep going” 
 “I read, because when other things happen in life you just can’t concentrate on exercise or 
what you really like to do” 
“A few of them don’t participate in things but they do their own mental things like 
crosswords and that sort of stuff. A lot of them do reading, which is good for the mind. I 
think it’s beneficial to keep the mind active as much as the body” 
Factors that prevent active ageing 
 Physical health problems were often mentioned as a barrier to active ageing by impacting 
opportunities for social participation (e.g. “Physical disabilities of course they restrict you. Some 
people find it very hard to mix with other people”). Participants indicated that sensory problems 
(hearing and vision) impaired the ability to communicate with others and to participate in leisure 
activities (e.g. “If you lose your hearing that cuts off a tremendous amount of input”). Participants 
also discussed wheelchair access and the inability to drive as limiting the social and leisure 
activities that they can engage in (e.g. “Another big barrier is when you were a driver and no 
longer allowed to drive, that’s a tough one. A lot of people can’t get to things they formally were 
going to”). Mental health problems (dementia, depression, fear or stress) were also considered a 
barrier to active ageing by impairing the ability or desire to participate in social activities and 
hobbies.  
In addition to physical limitations, participants discussed the health status of their partner as 
affecting activity levels. Many participants reported that their life “stopped”, or were “tied up”, as 
a result of caring for a sick partner. This is shown in the following comments. 
“The activity in your life depends on what’s going on around you. My husband’s not well so 
the activity we used to do is ‘ziltched’ practically because he’s up and down.” 
“Mentally you want to do things, you want to go for a walk or a bike ride… and you just 
can’t leave him because he’s sick… it happens suddenly” 
Becoming a widower was also identified as a significant barrier to active ageing across all 
groups. This is highlighted in the following quotes. 
 “I think a barrier, or something that affects people is when they lose a partner. It knocks 
the stuffing out of people; it makes you depressed or alters everything you feel.” 
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“When there’s a husband and wife and the husband goes or the wife goes, then they just 
don’t want to do anything. 
Psychological factors were frequently mentioned as contributing factors to social isolation. 
Motivation was considered to affect the desire to leave the home and participate in social activity 
(e.g. sitting alone in their unit, not participating”, and “not making any effort”), as well as 
personality (e.g. “People climb mountains, but they may have been motivated like that all their lives 
regardless of disability”). Participants discussed the importance of overcoming demotivation, (e.g. 
“There’s something to do with the frame of mind, [doing something] every single day I think”), and 
pushing oneself to participate even after the loss of a partner, (e.g. “I have tried to keep myself 
active since my fellows been gone and talk to everybody and try to make my own way around”). 
Finances were also considered a barrier to active ageing by impacting quality of life. This 
was regularly a point of contention between focus group members who had very strong views about 
financial stability. For example, a participant who reported “struggling” with finances as a barrier 
was met with criticism from another participant who implied that they should manage their finances 
better. 
Participants also spoke about society’s attitude towards older people as preventing active 
ageing. They talked about the lack of respect received by people in the community (e.g. “You can’t 
go on any public transport and you can’t get the respect by the younger people to have a seat”), 
while some felt misunderstood by the government. It was clear from discussions that participants 
did not always feel valued by the wider community. This is demonstrated in the following quote.  
“I viewed a video that was made for something that was supposed to be promoting the 60 
and Better Program and I was so angry. It was so negative in its attitude towards older 
people. Older people are people who fall over and drop their [trousers] and dribble their 
food”.  
Opinions about social resources in Australia 
Discussions of social resources indicated participants were very active and had access to a 
large number of social activities. Older adults reported keeping busy with routine activities (e.g. 
gardening), family involvement, leisure activities (e.g. going to the movies, theatre, art gallery, 
fishing), socialising with friends, and going on holidays (e.g. camping, bus trips, going overseas). A 
large number of organisations were discussed that arrange social activities specifically for older 
adults. These included: libraries, Australian Men’s Shed Association, fishing clubs, bowls clubs, 
seniors clubs and centres (e.g. 50 Plus Club, 60 and Better Program, Growing Old and Living 
Dangerously, Donald Simpson Centre, and Real Adventure Women), leagues clubs, Police Citizens 
Youth Club, community centres, local parks, and University of the Third Age. These organisations 
were reported to offer a wide range of activities that cater for different interests and activity levels 
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(e.g. “I know that all the centres that I’m attached to… the timetables are jammed, you almost can’t 
start another activity because every minute is taken up”). Common activities included: dancing, 
lawn bowls, bingo, tai chi, mah-jong, book clubs, and yoga. Across all groups, participants were 
very satisfied with the number of activities on offer (e.g. “Not enough hours in the day to do it 
all”).  
Access and mobility were significant issues that were identified when discussing social 
resources. Conversations indicated not having a licence, mobility restrictions, and difficulties 
navigating the public transport system impacted opportunities to participate in social activities 
outside of the home. The inability to drive or having ones licence taken away due to health 
problems was reported to affect independence and contribute to social isolation. This is highlighted 
in the following quotes. 
“I had to give up driving when I had my stroke and it was the worst thing that I’ve ever had 
to do... you’re sitting there some days thinking, if I could drive I could go out” 
 “The village has become very old age wise. A lot of people are not driving and the same 
people do not take up any of the activities around the place anyway. The [leagues club] 
would be tremendous for a lot of people. Rather than sitting in their house, they can sit 
around and have a talk and have a cup of tea and that’s most important” 
“I have people who have had to give up their licence for one reason or another. They have 
never used public transport and they are at a stage where they’re not well enough to start 
using it. The desperately want to come down here” 
Mobility restrictions were also reported to significantly affect an individual’s ability to 
participate in social activities. In some cases these restrictions limited the ability to walk short 
distances and kept people inside their home. Conversations indicated that retirement living 
communities had implemented procedures to ensure individuals with physical limitations were not 
socially isolated as a result (e.g. “A lot of people are locked in… we’ve started a bus service here at 
night time to bring them to dinner on a Wednesday night, so these people are not stuck in their 
homes anymore”). Accordingly, social activities that cater for people with mobility restrictions had 
been arranged (e.g. “I think that is a tremendous activity as far as this place is concerned because 
we have people who are demented, who are in wheelchairs or walkers that can still stand up and hit 
a golf ball”). Overall, participants living in these communities were very satisfied with their living 
environment (e.g. “Laughter is the most common sound around here”). 
Navigating the public transport system was a significant issue for those with mobility 
restrictions. Participants reported that living close to a bus stop was important (e.g. “Our public 
transport is not too bad, so long as you’re close to a stop”), however despite proximity to the 
home, they were often difficult to access in the first instance due to physical limitations (e.g. “Some 
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people find it very difficult to get there, to walk down to the end of the street. If we could get a bus 
up the street and go to [shopping centre] it would open up the whole of Brisbane for us”). 
Furthermore, participants often reported difficulties boarding buses and trains (e.g. “At the moment 
public transport is not senior friendly... catching trains for elderly people is almost impossible 
because the gap between the pavement and the station platform and the train”), and as a result 
some were reluctant to use these services. 
Aside from public transport, participants reported the use of alternate forms of 
transportation, including: The Community Flyer (a not-for-profit organisation that provides 
community transport for eligible older adults and individuals with disabilities), taxis, government 
subsidised taxis, and car-pooling with neighbours or friends. Discussions indicated that many older 
adults were not aware of the eligibility criteria for The Community Flyer or government subsidised 
taxis, and reported standard taxi fares to be very expensive. This is demonstrated in the following 
conversation between participants living in a low disadvantage area.  
Participant A: I’ve got a taxi voucher. 
Participant B: You’ve got a voucher? It’s hard to get one now. 
Participant C: And then there’s also the community flyer, but I mean you need, I don’t know 
how you get into that. 
Participant D: I think you need a doctor’s certificate for that. 
Participant C: There’s such a long waiting list for that. They pick you up and they’ll take you 
everywhere. 
Participant B: Where does that come from? 
Participant C: I don’t know. 
Opinions about healthcare in Australia 
 Focus group discussions indicated that older adults were very satisfied with the availability 
of healthcare in Australia (e.g. “we’re very lucky here, we’ve got everything”), in line with 
questionnaire responses where the majority of participants indicated access to medical professionals 
as being “better than good”. Participants reported the availability of a large number of services that 
were in close proximity to their home. Those living independently in the community reported using 
a variety of services for nursing (e.g. Blue Care, Blue Nursing), to assist in making the home age 
friendly (e.g. installing handrails in bathroom), and meal delivery (e.g. Meals on Wheels). For those 
living in retirement living communities, a variety of health practitioners (e.g. physiotherapist, 
doctor, reflexologist, and podiatrist) visited weekly or bi-monthly, and participants reported being 
very satisfied with the availability of these services. Participants also indicated that chemists 
delivered their medication by way of a pack and delivery service that was also available to older 
adults who lived independently. 
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The ability to drive was reported as important for accessing doctors or hospitals outside of 
retirement living communities (e.g. “if you don’t [drive] it’s a long way away”). Residents who did 
not drive mentioned different transport options were available (e.g. Star Transport, The Community 
Flyer, and catching a cab), however these services were limited due to availability restrictions and 
cost. For example, residents living more than ten kilometres from the city centre reported that cabs 
were unreliable in these areas (e.g. “It’s very hard to get taxis down here. They don’t like coming 
down here for some reason”). Those that caught cabs regularly reported waiting long periods of 
time or in some cases cabs failing to arrive. As mentioned previously when discussing active ageing 
barriers, participants living independently indicated that public transport was not senior friendly. 
These limitations made accessibility to healthcare resources difficult. 
In terms of healthcare affordability opinions were predominately negative. Many 
participants complained that the gap between the doctor’s fee and Medicare rebate was becoming 
unaffordable (e.g. “the gap between what the doctor charges and what you get back on Medicare is 
getting bigger and bigger”). Dental was also discussed as being a major problem across all focus 
groups (e.g. “there’s a big gap in dental”, “dental is a big problem if you’re in the public system”), 
due to the considerable expense involved. Some participants reported being placed on care plans 
that offered discounted health services (e.g. mental health, hydrotherapy), however there was a lot 
of discussion surrounding eligibility criteria (e.g. “I think it’s got to be people with chronic illness 
but I’m not an expert”). Participants seemed unsure whether they were eligible for certain 
entitlements and avoided services due to uncertainty of costs. Many agreed that although there was 
a lot of support available, it was important to “know the system” and have a good GP that will “put 
you through the turns”. This is indicated in the following quotes. 
“What I’ve learnt is that there are a lot of services out there but I wouldn’t have known how 
to, or where, or what dad was entitled to and how to access them. So there is a lot of support 
I think we’re learning more and more what there is”. 
“You’ve got to search the computer. It’s all there if you know where to look. You need to 
know the system as well. I personally haven’t had any experience but I’ve had friends that 
have and you can get a lot of closed doors and you just have to really fish around which one 
you want to go through to get to.” 
Public healthcare versus private healthcare. Interestingly, a large portion of the 
conversation about health resources surrounded public versus private healthcare. There tended to be 
a strong divide between those that belonged to a private health fund and those that relied on public 
healthcare, and participants readily outlined the positives and negatives of each. Participants who 
belonged to a private health fund had very negative attitudes concerning out of pocket expenses 
(e.g. “it cost nearly $2000 extra to my fund because doctors have to charge extra”), however 
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reported health insurance was essential (e.g. “we’ll stop eating before we stop paying it”, “it’s not 
easy but you have to have it”). This “can’t live without it” attitude was most often tied to the 
advantage of not having to wait for treatment, which is especially important at older ages where 
frailty caused by sickness can have serious health consequences. Long wait times were reported to 
be a major limitation of public healthcare, as demonstrated by the following comments. 
“When you belong to the public fund you’ve got to be nearly dead before you get in.” 
“I know people who die before they get called. At least if you have private health cover you 
can go where you want, when you want, to your own doctor.” 
Healthcare discussions included many negative comments about the affordability and 
accessibility of dental care in Queensland (e.g. “teeth are a big thing”, “dental is a big issue”). The 
affordability of dental care was discussed as an issue, despite whether one belonged to a private 
fund or not. Across all groups it was agreed that public dentists were unsatisfactory, as 
demonstrated in the following quotes. 
“These dental hospitals, if you’ve got a major problem and you turn up at 6 in the morning, 
they take so many. For your next appointment you might wait months and months.” 
“The public system in the [suburb] is so bad, the public dental system is so bad you have to 
make an appointment for an emergency.” 
Despite negative attitudes toward dental care and wait times experienced in the public health 
system, the majority of older adults who did not belong to a private health fund had very positive 
attitudes towards the level of care they received in public hospitals. Participants reported wait times 
were not an issue in instances where they had a medical emergency or suffered from a major health 
problem. 
“You can get really good care in the public system. If you’ve got a major problem and you 
arrive on the doorstep, you’re taken straight in.” 
“A friend of mine had a twisted bowel and she went to the [hospital]… She had wonderful 
treatment and when she went home they gave her a machine and sent someone to treat her 
wound every day. It didn’t cost a single cent. I thought you can’t complain about that.” 
Suggested improvements to healthcare. In line with the very negative comments 
surrounding dental care, participants reported that they would like dental procedures to be made 
more affordable. They also reported that they would like doctors to more readily outline and explain 
the different services that they are entitled to. Focus group conversations highlighted that while 
some older adults were very knowledgeable about their entitlements, others were unclear about the 
inclusion criteria for discounted health services (e.g. care plans). However, discussions highlighted 
that participants were not hopeful that any improvements would be made, as demonstrated in the 
following comments. 
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“I would just like to see the dentist on the same basis as Medicare, but that’s never going to 
happen. It would be nice.” 
“Those things that you are asking for here you’re reaching for the stars because you’re not 
going to get it. That becomes a government issue and the way the health system is today. The 
chaotic situation it is in. Don’t even ask for anything because you’re not going to get it.” 
Opinions about financial resources in Australia 
 Focus group conversations indicated that satisfaction with financial resources was mixed 
despite the majority of participants that reported it was “not to bad” to live on their available 
income. The age pension was reported as the primary source of income, while a few participants 
reported receiving superannuation payments. Some participants reported that it was difficult at 
times to live on the pension; these were mostly people who were living outside of retirement living 
communities and in a high disadvantage area (e.g. “People on the pension who are living 
independently and paying rent, cannot move… quality of life is terrible”).  The cost of housing was 
identified as very expensive and difficult to manage on the pension, especially for participants who 
were living alone. Others reported that the pension was insufficient in the face of health issues (due 
to the cost of medications and doctors fees), or living on a single pension with no superannuation 
entitlements. Further, carer’s allowances were considered insufficient across all groups and the 
small allowance was often spent on travel expenses to and from the hospital. 
Participants from the high disadvantage group were more likely than those in other groups 
to mention that the pension was insufficient (e.g. “It’s not easy, no. I’ve been scratching from 
fortnight to fortnight but I mean I get there”). These people were living independently (not 
retirement living community) and reported that they could not rely on assistance from their children 
(e.g. “the kids are flat out surviving themselves”, “it’s the other way around”, “they don’t want to 
give, they want to take”). Although they were more likely to voice concerns, when asked whether 
older adults have enough financial resources in Australia negative opinions were quickly silenced 
by other members. Across all groups, older adults were mindful that they were fortunate to receive 
a government pension and there was strong attitude that you should not complain. This is 
highlighted in the following conversation between participants from a low disadvantage group: 
Participant A: “I think the thing is people have money, and then it goes away. That’s the way 
it is and you’ve still got to live your life.” 
Participant B: “Yeah I know, but a lot of people complain that they can’t live on the pension 
and I think...” 
Participant C: “You can live very well on the pension, my wife and I can save on the 
pension.” 
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Participant D: “I can’t deal with people who say that they can’t live on the pension, you 
should go to Indonesia, places like that, they get nothing. It’s the family that keeps them, 
they get nothing.” 
Participant C: “We complain about things when really we have no idea.” 
In terms of work opportunities, many participants reported that there were opportunities to 
participate in volunteer work but no opportunities for paid part-time employment (“One of the big 
issues is mature age unemployment in Australia… It’s terrible, it’s really really bad”). Many 
reported that they would have liked to have stayed in the workforce longer or to work a couple of 
days a week. Some expressed the opinion that older adults were prejudiced against by younger 
employers, were not respected in the work force, and would not be hired over a younger person. 
These attitudes are demonstrated in the following quotes. 
“I wish there were paid opportunities because I think that there would like to be people who 
could work longer but I feel like there is a prejudice against employing older people. I think 
they make a huge contribution and are world smart, not technologically smart but there are 
other smarts. I think shame on us as a society for not employing more older people.” 
“I feel that a lot of recruiters are very young and have a perception about older people. I 
think that the 20 or 30 something’s that are interviewing you for a job at a recruiting agency 
wouldn’t know a skilled older person.” 
 Others reported that they would like to participate in paid employment but were not able to 
due to health issues (e.g. suffering a disability). Participants also mentioned that Centrelink 
[Australia’s welfare system] made it very difficult to participate in paid work opportunities. This is 
highlighted in the following conversation between participants from a low disadvantage group. 
Participant A: “There are so many hoops and things that you have to do. You have to 
ring up Centrelink... Then if you don’t let them know you don’t get paid.” 
Participant B: “That’s a big barrier.” 
Participant A: “I have friends saying that I couldn’t be bothered going through the whole 
drama. I could work a day a week happily but I couldn’t go through that. It’s not worth it.” 
Participant C: “To ring them up you have to be prepared to be on the phone for at 
least a half an hour or 45 minutes.” 








The data presented were based on the views of a sample of older adults in Australia. A third 
of these participants rated themselves as ageing “very actively” and half as “fairly actively”. 
Comparison between individual questionnaire responses and focus group discussions showed 
significant overlap between active ageing themes. However, focus group discussions highlighted 
that although physical health and activity was considered important for ageing actively, it was not a 
reality for many. In particular, discussions advance understanding of the way health issues and 
physical limitations influence psychological wellbeing, social contact, physical activity, and mental 
activity; themes that are considered important for active ageing.  
Written responses indicated that older adults perceived active ageing in terms of Physical 
Health and Function, however focus group discussions indicated that physical activity was not 
always possible due to physical limitations and health issues. Psychological Factors (positive 
attitude and affect, motivational factors, and sense of control) surpassed this objective marker in 
importance, assisting proactive coping which plays an integral role in overcoming challenges 
brought on by ageing. Social Roles and Activity was the second most commonly reported theme in 
both written responses and focus group discussions. This included interaction with family and 
friends, as well as leisure activities that were inherently social in nature (e.g. lawns bowls with 50 
Plus Club members, exercise group with 60 and Better members). The ability to travel or go on 
holidays that was reported in written definitions was not mentioned as frequently during group 
discussions. Mental Function and Activity was reported as important for active ageing in both 
written responses and focus group discussions. Deeper discussion indicated that mental activity was 
particularly important when physical and social activity was no longer possible, due to physical 
limitations or time spent caring for a sick partner. Participants mentioned activities such as reading 
and other hobbies were important to keep the mind active. 
Barriers to active ageing were in many cases related to the inability to participate in social 
activities. Discussions indicated that physical health and mental health issues often limited the 
ability to participate in social and leisure activities, which Australians considered very important to 
active ageing. In light of health issues, motivation was considered an extremely important factor in 
overcoming the challenges of ageing, and social isolation was often talked about as being a direct 
result of demotivation or the inability to change. Responsibilities such as caring for a sick partner 
were also considered to prevent active ageing, inhibiting the ability to leave the home and 
participate in leisure activities. Insufficient financial resources were discussed as a barrier to active 
ageing, however this was a point of contention as complaints about the adequacy of the Age 
Pension were met with criticism from other focus group members. The last barrier was concerned 
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with ageist attitudes held by members of the community. Participants frequently reported that they 
were disappointed in their treatment or felt misunderstood by the government. 
Discussions of health, financial and social resources in Australia identified that resources 
were important for active ageing, however were not explicitly discussed in definitions of active 
ageing. Older adults report being very satisfied with the availability of healthcare services in all 
groups; however accessibility was sometimes an issue. The inability to drive made it difficult to 
access hospitals, especially for participants living in areas that were a significant distance from the 
city. Further, public transport was identified as an issue as it was not senior friendly, while cabs in 
remote areas were expensive and unreliable. Across all groups participants reported living in 
proximity to doctors, and those living in retirement living or care communities indicated 
satisfaction with the variety of medical practitioners that visited on a regular basis. 
Opinions towards healthcare affordability were largely negative. Participants reported that 
the gap between the doctors’ fee and the Medicare rebate was getting larger and unaffordable on a 
seniors pension. Older adults were unsure whether they were eligible for certain entitlements and 
reported avoidance of services due to uncertainty of costs. Across all groups participants reported 
that it was important to have a good GP to pass on relevant information. Much of the conversation 
concerning Australian healthcare related to public and private health care. Participants who were 
part of a private health fund reported that this was expensive but necessary in order to avoid long 
wait times experienced in public hospitals. Despite this, many agreed that public hospitals provided 
excellent care in instances of emergency. Dental care was considered a major problem across all 
groups due to the large expense involved and the inadequacy of public dental care. In terms of 
improvement to Australian healthcare, many reported that they would like to see dental care made 
more affordable and would like doctors to relay information about entitlements more often (e.g. 
care plans). However, there was strong attitude that complaining was a waste of time as 
improvements would not be made. 
Discussions concerning financial resources were mixed. Although many older adults 
reported that the pension was sufficient and were reluctant to complain, living on the pension alone 
was considered insufficient in the face of health problems or for those living outside of a retirement 
community on a single pension. Carer allowances were reported to be insufficient and opportunities 
for paid part-time employment were virtually non-existent or made difficult due to Centrelink 
requirements. Overall, group discussions surrounding health and financial resources in Australia 
highlighted a deep intolerance towards those who complain. Older adults seemed aware that they 
were very fortunate in Australia in terms of public healthcare and pensions, and negative attitudes 
were often interrupted and silenced by other group members. This made it difficult to identify 
specific concerns regarding the availability of resources and suggested that the focus group 
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methodology was not the most suitable method for discussing sensitive topics. The size of the focus 
group conducted in the high disadvantage area was also too large, which limited meaningful 
discussion of some topics. A smaller group may have allowed for richer insights, as participants in 
this group were more likely than participants in other groups to voice concerns about financial 
resources.  
 Limitations. The non-random sampling method that was used to recruit the participants in 
the current study is a limitation. This may have resulted in the recruitment of higher functioning 
self-selected active agers and an inadequate representation of the general population. Recruitment 
was challenging due to the reluctance of organisations to display focus group advertisements. In 
fact, no retirement homes or aged-care facilities responded to initial contact, which resulted in a 
sample of older adults who were living independently. As a consequence, the current study includes 
relatively high functioning older adults and does not consider the effect disability has on the ability 
to age actively. A study by Buys et al. (2012) indicates that understandings of active ageing may 
differ for people living with disabilities. To gain clearer insights into the influence of health and the 
lived environment on the potential to age actively, it is suggested that future research consults with 
high and low functioning older adults, older adults living in independent housing and aged-care 
facilities, and those living in rural and metropolitan areas. 
 Conclusion. In conclusion, the current study identified that active ageing is understood in 
terms of psychological, social, physical, and mental function and activity. This study advances 
knowledge of how physical health problems influence the lives of many older adults, especially the 
social or mental activities in which they participate. A deeper understanding of the health and 
financial situations faced by older adults in Australia are also identified. Findings from the current 
study demonstrate the value of exploring understandings of active ageing according to social, 












Chapter 5: A focus group study of the meaning of active ageing to older Portuguese 
men and women   
This chapter reports on the results of three focus group discussions conducted with older men 
and women from Porto and Santa Maria da Feira, in Portugal. Study Three aims to replicate Study 2 
in a Portuguese population and employs the same mixed-method approach to ensure cross-cultural 
comparability. This study addresses gaps in the literature concerning lack of cross-cultural research 
into active ageing. Portugal was chosen as a reference population due to comparable life 
expectancies, rates of population ageing, and the existence of a publically funded healthcare system. 
However, illiteracy rates are much higher than Australia as education was limited to the elite up 
until 1960. Portugal has also experienced a much worse outcome than Australia following the 
Global Financial Crisis starting in 2008, and the effects of this continue to this day. It is the hope 
that these similarities and differences will help to identify universal and non-universal themes of 
active ageing. Participants were asked their views on active ageing as well as their opinions 
regarding social, health and financial resources in Portugal. All questionnaire measures and focus 
group questions were transcribed into Portuguese and translated back into English by the 
Portuguese focus group facilitator. The following chapter includes quantitative and qualitative 
findings obtained from a short questionnaire and focus group discussions surrounding the concept 




A total of 19 Portuguese older adults participated in two focus groups conducted at the 
University of Porto in Porto (Group 1, N = 6; Group 2, N = 7), and one focus group conducted at a 
community centre in Santa Maria da Feira (N = 6), Portugal. Santa Maria Da Feria is located 
approximately 35 kilometres outside of Porto and in 2011 had a population of 139, 312 (Statistics 
Portugal, 2011). This location was included in an effort to match the Australian focus group that 
was conducted in a high disadvantage area. While Santa Maria da Feira was not characterised as 
high disadvantage by any formal index, it was chosen due to its remoteness and limited public 
transport network. All participants were community dwelling and independently living. Participants 
were recruited from their affiliations with the university or by posting advertisements at each 
location. Participants who were over the age of 65 years were invited to participate.  
Survey materials 
Participants completed a Portuguese translation of the focus group questionnaire used in 
Australian groups (see Appendix 5 for Portuguese focus group questionnaire). The brief 
demographic questionnaire included questions on age, gender, marital status, living arrangements, 
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education, income management, and access to medical professionals. Questions also gathered data 
on self-rated quality of life, general health, and active ageing, as well as diagnosed or treated 
chronic conditions. An open-ended question was included at the end that prompted participants to 
identify factors that they considered important for active ageing. See Chapter 4 for empirical 
grounding of questionnaire items.  
Focus group procedure 
Portuguese focus groups were conducted by a research assistant from the University of 
Porto and attended by the Australian researcher. Portuguese focus groups followed the same 
procedure outlined in Chapter 4, however followed a Portuguese translation of the Australian 
interview guide (See Appendix 6 for interview guide). Prior to focus group discussion, participants 
read and signed a consent form that included permission to audiotape and transcribe focus group 
discussions (see Appendix 6 for consent form). Participants also completed a three-page 
questionnaire and were assured of confidentiality. A total of three focus groups with an average of 
six participants were conducted, each lasting 120-150 minutes. Portuguese focus groups ran 
significantly longer than Australian groups, due to lengthy individual responses. All focus groups 
were mixed gender and were conducted in Portuguese, the primary language spoken by participants. 
Unlike in Australian groups, Portuguese participants did not receive monetary reward for their 
participation, as financial reward for focus group participation was not a norm like it is in Australia, 
however morning tea was provided at all groups. Focus group discussions were conducted in the 
native language and audiotaped and transcribed for data analysis. One bilingual research assistant 
transcribed and translated Portuguese discussions into English to be analysed by the Australian 
researcher.  
Quantitative analysis 
Quantitative data collected from questionnaire measures were analysed using SPSS 19 for 
Mac. Because of missing data, some variables were collapsed into three categories according to the 
procedure outlined in Chapter 4. Open-ended questionnaire responses were translated into English 
by the Portuguese focus group facilitator and were entered into QSR NVivo10.  
Qualitative analysis 
Focus groups were audiotaped and transcribed verbatim by the Portuguese focus group 
facilitator. Importance was placed on the content rather than the form of expression and minor 
linguistics were removed. Portuguese transcripts were then translated into English to be analysed by 
the Australian researcher. Due to the large amount of time involved in transcription and translation, 
transcripts only included conversations that were relevant. Transcripts and open-ended 
questionnaire responses were uploaded into QSR NVivo10 and read through several times to ensure 
familiarity. Data were analysed using the grounded theory approach outlined in Chapter 4, and a 
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process of open coding was conducted as the procedure in Australian groups. Australian and 
Portuguese researchers discussed the assignment and description of codes and refined codes where 
necessary. The final codes existed of themes, issues and opinions related to active ageing, as well as 




 Focus group demographics are outlined in Table 9. The mean age of participants was 69.71 
years (SD = 7.19) with a range of 57 to 84 years. Two participants did not specify their age, 
however all participants identified that they were retired. While the retirement age is 65 years in 
Portugal, one can apply for the age pension at 55 years if they have made contributions for 30 years 
or more (Angloinfo, 2015). Advertisements called for ‘older adults’ over the age of 65 years, 
however participants were included into a group if they perceived themself to belong to this group 
(N = 1). This decision was made with varying definitions of older age in mind. The majority of 
participants were female (53%) and partnered (53%). For educational level, 21% had received 
lower education, 53% middle education, and 26% higher education. In terms of living 
arrangements, 42% lived with their partner, 21% lived alone, and 37% lived with their 
partner/others. These multi-generational households included participants who lived with their 
partner and children (N = 1), partner, children and non-family (N = 1), children and non-family (N 
= 1), only children (N = 3), and only non-family (N = 1). In terms of income, 58% of participants 
reported that it was “difficult” to manage on their available income, while 26% reported it as being 
















Portuguese Sample Demographics (N = 19) 
Questionnaire items N % 
Age (M=69.71, SD=7.192) 
  Gender 
  
 
Male 9 47.4 
 




Partnered 10 52.6 
 
Not partnered 6 31.6 
 




Lower 4 21.1 
 
Middle 10 52.6 
 




Alone 4 21.1 
 
Partner only 8 42.1 
 




It is easy 2 10.5 
 
It is not too bad 5 26.3 
 
It is difficult 11 57.9 
Access to medical professionals 
  
 
Better than good 9 47.4 
 
Good 4 21.1 
 




Urban 13 68.4 
 Rural 6 31.6 
 
In terms of health status, 95% of participants reported suffering from at least one chronic 
condition (M = 2.73, SD = 1.88). The most common conditions were high blood pressure (58%), 
anxiety/nervous disorder (42%), cataracts (37%), other heart problems (21%), and depression 
(21%). Other reported conditions included: osteoarthritis (16%), osteoporosis (11%), diabetes 
(11%), and stroke (11%). See Table 10 for full list of chronic conditions and self-ratings of health. 
The majority of participants rated their quality of life “good” (48%) or “very good” (21%), and 32% 
rated their quality of life as “less than good”. For self-rated health, 21% rated their health as “better 
than good”, 32% as “good” and 42% as “less than good”. In terms of active ageing, 42% rated 
themselves as ageing “very actively”, 47% as “fairly actively” and 5% as “less than actively”. 
Access to medical professionals was rated by most as “better than good” (47%), while 21% rated 
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access as “good” and 32% as “less than good”. A significant positive association was found 
between marital status and education (r = .583, p < .01), those who were partnered reported higher 
education levels than non-partnered individuals or widowers. This was a coincidental finding and is 
not supported by national statistics. No significant associations were found between any other 
questionnaire variables (See Table 11 for bivariate correlations). 
 
Table 10 
Descriptive Statistics for Chronic Conditions and Self-ratings of Health (N = 19) 
Health variables N % 
Total chronic conditions (M=2.63, SD=1.50) 
 Chronic conditions 
  
 
High blood pressure 11 57.9 
 
Osteoarthritis 3 15.8 
 
Osteoporosis 2 10.5 
 
Parkinson’s 0 0 
 
Angina 1 5.3 
 
Heart attack 1 5.3 
 
Other heart problems 4 21.1 
 
Diabetes 2 10.5 
 
Asthma 1 5.3 
 
Bronchitis/emphysema 1 5.3 
 
Stroke 2 10.5 
 
Macular degeneration 1 5.3 
 
Glaucoma 0 0 
 
Cataract 7 36.8 
 
Skin cancer 1 5.3 
 
Other cancer 1 5.3 
 
Depression 4 21.1 
 
Anxiety/nervous disorder 8 42.1 
 
Alzheimer’s/dementia 0 0 
 




Better than good 4 21.1 
 
Good 6 31.6 
 
Less than good 8 42.1 
Quality of life 
  
 
Very good 4 21.1 
 
Good 9 47.4 
 




Yes, very actively 8 42.1 
 
Yes, fairly actively 9 47.4 




Bivariate Correlations of Portuguese Questionnaire Items (N = 19) 
Item 1 2 3 4 5 6 7 8 9 10 11 
1. Age - 
         
 2. Gender -0.241 - 
        
 3. Marital status 0.401 0.097 - 
       
 4. Education -0.086 0.234 .583* - 
      
 5. Living arrangement 0.060 -0.082 0.201 -0.190 - 
     
 6. Income management -0.053 0.081 -0.236 -0.246 -0.219 - 
    
 7. Access to medical professionals -0.343 0.070 -0.09 0.249 0.038 -0.092 - 
   
 8. Total chronic conditions 0.296 0.122 0.167 -0.282 0.344 -0.108 -0.087 - 
  
 9. Self-rated health 0.306 -0.141 0.126 0.123 0.123 0.220 0.053 0.038 - 
 
 10. Quality of life 0.429 -0.301 0.172 -0.202 -0.031 -0.294 0.026 0.439 0.343 - 
 11. Active ageing -0.107 -0.094 0.122 0.175 -0.156 -0.205 0.239 0.231 0.390 0.434 - 












Perceptions of active ageing according to written responses 
 In response to the open-ended questionnaire item, the most commonly reported themes of 
active ageing related to Social Roles and Activity (57%), Psychological Factors (42%), Physical 
Health and Function (37%), Mental Function and Activity (42%), and Other (5%). See Table 12 for 
an outline of themes. Social Involvement was most commonly reported as being important to active 
ageing. Responses were related to family involvement, indicating that a “good family situation” and 
“intergenerational living” were important, as well as helping others in the community (e.g. “work 
for the welfare of others”, “take care of people”, and “do useful things for others and society”). 
Psychological Factors and Physical Health and Function were reported an equal number of times. 
Psychological factors consisted of motivation, positive attitude (e.g. “laugh in the face of everyday 
problems”), resilience (e.g. “strong willpower”), and feeling useful (e.g. “chance to feel socially 
useful”). Physical Health and Function included activities such as walking, swimming, gymnastics 
and dance, as well as routine activities (e.g. “continue with normal activities in life”). 
Mental Function and Activity was the final theme that was reported, this included “keeping the 
mind active with issues of interest” and “deepening knowledge”. Other responses surrounded 
government changes that are important for active ageing, these included: “a need of active 
participation of local government in general support to older people” and “creation of policies to 
foster solidarity among elderly patients, making them more valid and active”. Participants reported 
an average of 1.9 themes, with females reporting slightly more themes than males. There were no 


















Portuguese Participants Written Definitions of Active Ageing  
Active ageing themes No.  (%) 
Male 
(N = 9) 
Female 
(N = 19) 
Social roles and activity    
 
Family involvement, intergenerational living, family 
responsibilities, socialising, avoid being excluded 9 5 4 
 
Volunteering, helping/taking care of others, being 
useful to others, community involvement 7 5 2 
 Total mentioning at least once
a 11 (57%) 6 5 
Psychological factors    
 
Retain humour, motivation, emotional 
wellbeing/stability, feeling useful, resilience, keeping 
interested 
8 4 4 
 Total mentioning at least once
a 8 (42%) 4 4 
Physical health and function    
 
Physical activity (walking, swimming, gymnastics, 
dance), routine activities, good health, diet 12 2 10 
 Total mentioning at least once
a 8 (42%) 2 6 
Mental function and activity    
 
Functional brain, mental activity, intellectual 
stimulation, deepen knowledge, hobbies 10 3 7 
!
Total mentioning at least oncea 7 (37%) 3 4 
Other    
 Government support 2 2 0 
 Total mentioning at least once
a 1 (5%) 1 0 
No. of participants 19 9 10 
Mean number of themes mentioned per participant 1.89 1.88 2 
Note. Subthemes can be mentioned more than once    a Total number and percentage of participants mentioning theme at 
least once (single counting)   
 
Active ageing themes and subthemes identified in focus group discussions 
Focus group discussions indicated that active ageing was understood in terms of four 
themes: Psychological Factors, Social Roles and Activity, Mental Function and Activity, Physical 
Health and Activity. These themes were very much in line with those identified in written 
responses. Active ageing themes were derived from responses to the initial word association task 
and discussions of the characteristics that are important for active ageing. Discussions identified 
factors that were considered to prevent active ageing, as well as opinions and attitudes towards the 
availability and use of social, health, and financial resources in Portugal. Participant comments that 
illustrate these themes are italicised.  
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 Psychological factors. Psychological factors was the most prominent theme of active 
ageing. This consisted of the feelings of usefulness, attitude and outlook, motivation, and religious 
faith. In response to the initial word association task, participants mentioned that it was important to 
“feel useful” and “make the most of your free time”. For example, one participant stated: “You 
reach the end of the day and look back and say I did something and I feel good”. Participants also 
discussed that it was important to feel useful in the community, with a strong emphasis on helping 
others and participating in volunteer work. In depth discussions of active ageing characteristics 
further indicated that a positive mindset (e.g. “ease of mind”, “not worrying”, “do not have a 
negative attitude”) and motivation (e.g. “strong will”) was important. This is highlighted in the 
following statements: 
“You see a lot of people who until a short time ago, worked here and there and now are 
sitting in public banks to talk with each other to criticise. It is they who are ageing! People 
who resign themselves to their situation and do not want to know anything else. There are 
many ways to be active” 
“We must not give up on life. But this has to come from us, from our interior: "I want 
to, I can still do!" 
 To age actively, one should attempt to overcome limitations rather than accepting their 
situation and lacking desire to change (e.g. “I’m like that and I will continue to be so”). Further, it 
is important to be open to new experiences (e.g. “Try new things, not everything that is new is 
negative”), and to spend time undertaking activities that are personally meaningful (e.g. “Do things 
that make you happy, and those that are around us will be happy”). Finally, having religious faith 
was mentioned as being important for active ageing (e.g. “a good guardian angel”, “have god with 
me”).  
Social roles and activity. The second most commonly discussed theme of active ageing 
was social roles and activity. When defining active ageing, participants often mentioned that it was 
important to communicate with others and catch up with friends (e.g. “I have coffee every week 
with former colleagues”). They also mentioned participating in social activities arranged by certain 
organisations. For example, ‘Project Trajectories’ is a program developed by the Parish that 
arranges physical activities, intellectual activities, and cultural visits. When asked to identify active 
ageing characteristics, conversations surrounded activities people can do to “combat loneliness”. 
For example, participants mentioned that people should “go out on the street”, “go on trips”, “go 
to dances” and “be with friends”, as well as participate in activities that help others (e.g. 
“volunteering”, “being available to others”, “to care for others or their grandchildren”).  
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Social interaction included intergenerational roles and responsibilities. Participants reported 
that it was important to “maintain intergenerational relations” and “take care of the 
grandchildren”. This role within the family strongly influenced their position within society (e.g. 
“Depends on the family environment that the person may have, motivates or not to be a useful 
member of society”. Participants reported that some older adults often did not have time to 
participate in social or physical activities as a result of their active role within the family. Overall, 
participants engaged in a limited number of social activities outside of the home. These findings 
support those by Paúl et al. (2003) that found community participation of Portuguese older adults to 
be quite low, and talking with neighbours the most frequently reported form of social activity. 
Despite limited social participation, older adults believed that there were still many opportunities to 
age actively within the home. This is indicated in the following quotes: 
 “There are people who have an orderly activity, go to the gym, for here or elsewhere, and 
we sometimes say "this person has an active life"… But there are others that we sometimes 
make wrong judgments about- that they do not have an active life. They are the ones 
who dedicate themselves at home in the family, help the grandchildren go to school, help 
make lunch or dinner, have an activity more intimate, but this does not cease to be active 
ageing.”  
“It is not so public, it is not visible, it does not enter into our clubs, but basically at home 
you can read, you can write, you can play with the grandchildren and this is also a form of 
healthy aging and activity.” 
 Family interdependence was highly valued in this sample. The creation of nursing homes 
was identified as a significant social problem that was becoming more prevalent and leading to “a 
society of exclusion”. Discussions highlighted that participants believed older adults who lived 
alone or in a nursing home to be socially isolated or excluded from society (“We have noticed that 
there are people who do not have home environment, living alone, and after are also excluded from 
society itself”). While all participants reported that they lived independently, and thus had not 
personally experienced these situations, it was clear from discussions that these living situations 
were feared and considered to have a significant impact an individual’s quality of life and active 
ageing (e.g. “The people who are alone, I note that these are people who have lost the will to live). 
This is further highlighted in the following statement: 
 “I think that society has been extraordinarily cruel, because I fear we are concerned with 
creating deposits for the old and we have not created the conditions for achieving pro-
active ageing… They think that creating these centres and homes is going to resolve the 
situation”. 
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While family interactions were not always positive, as evidenced when discussing 
pressures of intergenerational living and caring responsibilities that will be presented shortly, 
solidarity of the family unit appeared to be important to an individual’s self-concept. This finding 
was consistent across groups, indicating that family roles and responsibilities were central to an 
understanding of active ageing and integral to ageing actively. 
 Mental function and activity. Undertaking activities that are mentally stimulating was 
the third most commonly reported theme. In the initial word association task participants stated that 
it was important to: “keep mind active”, “keep interested in things”, “anything intellectual” and 
“exercising the mind”. Older adults argued that a person who is not physically or socially active 
can keep busy by undertaking hobbies within the home. These included: embroidery, singing, 
reading, computer, crossword puzzles and games. Intellectual hobbies undertaken outside of the 
home were mentioned less frequently, these included going to the movies, attending concerts, and 
attending educational seminars. Overall, keeping the mind active was very important especially in 
the face of physical limitations. Participants considered that one could still age actively by 
undertaking intellectual activities and hobbies. This is highlighted in the following statements: 
“We must read the maximum to exercise the neurones (mind), go to the cinema, theatre, 
listen to an orchestra, the music is very important” 
“Find points of intellectual curiosity. Attend lectures and courses on history and other 
things” 
“It is not so public, it is not visible, it does not enter into our clubs, but he basically at home 
you can read, you can write” 
Physical health and function. When asked to define active ageing, participants 
frequently reported that physical health and function was important. Physical function was often 
mentioned alongside mental activity, whereby mental activity came first and physical activity came 
second. For example, one participant stated, “Keep the mind permanently active with issues of 
interest. The physical comes after”. Physical activity was most commonly referred to as 
undertaking routine activities. For example, participants mentioned that it was important to “have a 
routine, every day doing the same things”, “to maintain our life normally, regardless of our age” 
and “have our normal occupations”. Participants reported undertaking physical hobbies such as 
gardening, hiking, sports, and swimming, as well as participating in physical activity as part of a 
club (“I am entered in the Movement and Wellbeing and I take activities where I can”). The level 
of activity was often influenced by an individual’s health, as demonstrated in the following 
comment: “Health is essential. If the person has health they have no desire to stay in bed, do not 
wish to be on the sofa, the body draws us to activity”. Despite physical health and function being 
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frequently mentioned when defining active ageing, when participants were asked to outline the 
characteristics that were important for active ageing, health and physical activity (e.g. “take care of 
their health”, “move as much as possible”) was rarely mentioned in comparison to social or 
psychological characteristics.  
Factors that prevent active ageing 
Psychological factors including negative attitude, lack of motivation (e.g. “do not feel like 
doing anything”, “does not have goals to achieve”), and resistance to change (e.g. “no desire to 
change”) were indicated as barriers to active ageing. This is in line with the most commonly 
mentioned theme of active ageing, psychological factors. Participants discussed that chronic health 
conditions (e.g. diabetes or cardiac problems) should not be a barrier to active ageing. There was a 
strong opinion that one should do all that they can to “retrieve his faculties that were lost” and can 
age actively by undertaking mental activities. This is highlighted in the following statement: “These 
people can have a different type of activity, he can write and read beautifully, you can make a 
number of things very well, despite the fact that there is a problem in the heart, and as well as other 
diseases.”  
In line with the importance placed on family roles and responsibilities, the dissolution of the 
family unit was discussed as a significant social issue that impacted quality of life. This is indicated 
in the following statement: “The concept of family formerly could be a basis for the active aging in 
conditions for older people does not appear, or because there are no children, or because the 
concept of family has disappeared.  Before, the large families created a group solidarity”. On the 
other hand, it was reported that excessive family involvement could be detrimental to active ageing, 
leading to stress and social isolation. This is demonstrated in the following comment: “The solitude, 
even surrounded by family, we are completely alone. Difficult to manage my father (93 years old) 
and my grandchildren”. Intergenerational living arrangements exacerbated pressures associated 
with caring responsibilities. In Southern European countries, care for an older parent has been 
shown to be very intensive due to extended families. While care for older parents has been shown to 
be more frequent in Northern Europe countries, in Southern European countries, care is far more 
intensive due to living arrangements and insufficient services to assist with care within the home 
(Tomassini et al., 2004). Percentages of older people living alone or in formal care in Southern 
European countries has traditionally been lower but has been steadily increasing in recent years 
(Hoffmann & Rodrigues, 2010). As demonstrated from conversations with Portuguese older adults, 
this growing trend will involve considerable social adjustment and will also create the need for 
increased community and health service support (Ribeiro et al., 2013). 
Finally, financial pressures and illiteracy were indicated as barriers to active ageing. 
Participants identified “not having money” to have considerable effects on quality of life; this was 
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an issue that was experienced by all participants and was further highlighted in later discussions 
surrounding the availability of financial resources in Portugal. Participants reported that older adults 
who were illiterate were often excluded from society due to their lack of knowledge and as a 
consequence lived very isolated lives. Participants were of the opinion that these people were not 
able to improve their situation due to their ignorance. Overall, older adults reported that there was a 
“social selfishness” that was a considerable barrier to an individuals ability to age actively. This is 
demonstrated in the following statement. 
“These people, because of a lack of knowledge, because of a lack of organization in the 
community, because they are excluded from society, live very isolated lives and have no 
knowledge of the ways to extend their life. They do not know that there are activities and 
that these resources are important for the development itself.” 
Opinions about social resources in Portugal 
 Focus group conversations highlighted considerable differences in the number of available 
social activities for older adults living in the city and remote areas. Participants living in the city 
reported the existence of activities arranged by the municipality, local parish, universities, and 
charitable organisations. Organisations such as Ex. Program trajectories, promoted by Parish of Foz 
do Douro, Project Life Plus run by The University of Porto, Association Yellow Heart, and 
Program Life Plus, promoted by the Rector's Office of the University of Porto,!were reported to 
provide a range of social activities that cater for varying interests. These include: physical activities, 
such as gymnastics, dances, hiking and swimming; visual arts; cultural activities, such as attending 
the theatre or a concert; opportunities for continued learning, such as English and computer classes; 
as well as opportunities for travel or transportation to other parishes. Aside from formal activities, 
participants reported that these organisations provided the opportunity to meet up with others and 
socialise over a cup of coffee. Focus group conversations highlighted that there was a large number 
of activities available for participants living in urban areas, however there was little for individuals 
living outside of the city. Participants living a considerable distance from the city reported that apart 
from the small number of activities arranged by the Parish there was little to do, stating “In the 
villages there is nothing. There is in the city”. Across all groups, no specific improvements to social 
activities were suggested.  
Opinions about healthcare in Portugal 
 Healthcare resources were not discussed at great length in Portuguese groups. Participants 
reported the availability and use of public health centres: the Units of Family Health (USF) that are 
responsible for providing individual care, and the Units of Care in the Community (UCC) that are 
responsible for providing care to groups of people with special needs as well as community 
interventions (Barbosa & Ramos, 2014). Participants report that the USF are a “big advantage” 
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since being implemented in 2006 as part of the 2005 primary health care reform. The USF are small 
multi-professional teams with an average of 5 to 8 family doctors, 6 to 10 family health nurses and 
other professionals. Barbosa and Ramos (2014) estimated that before the health care reform in 
2005, 15% of the population (approximately 1.5 million citizens) were without access to a family 
doctor. Since the reform and the creation of 311 USF, it is estimated that an additional 473,637 
citizens are covered by a family doctor, a gain of 4.7% of the population (Barbosa & Ramos, 2014).  
Overall, conversations surrounding healthcare resources were mixed and very much in line 
with questionnaire responses, where 47% considered access to medical professionals as “better than 
good”, 21% “good” and 31% as “less than good”. Participants reported the National Health System 
(NHS) to be quite good and agreed that they were treated well in public hospitals. Some participants 
reported that health centres had very long wait times, reporting, “For the centre of health, were are 
2 or 3 months waiting”, however this opinion was expressed without consensus from other group 
members. It is unclear whether others held the same belief as participants tended to take turns when 
speaking and were reluctant to interrupt another to offer their own opinion. Across groups 
participants reported that healthcare resources required improvement, stating that there was a lack 
of beds in long-term care. While the availability of mental health services were considered to be 
insufficient. Mental health services were very relevant to this sample, as 48% of focus group 
participants reported suffering from anxiety or nervous disorder. No other improvements to 
healthcare in Portugal were suggested. 
Opinions about financial resources in Portugal 
 Across groups, there was strong consensus between participants that financial resources 
were inadequate (e.g. “there is no money”). Discussions were very much in line with questionnaire 
responses where the majority of participants indicated that it was “difficult” to manage financially. 
The Age Pension was reported as the main source of income that was often shared with children 
and grandchildren. Participants reported that the pension had been reduced in recent years and was 
reported to be around !370 a month. The pension was considered insufficient if living in the city 
with no other financial resources (e.g. living alone without the help of family). Participants reported 
that there were few employment opportunities, however those living outside the city indicated that 
villages had agriculture (e.g. “we have our fields”) as a source of income. Others indicated that they 
had done their time in the workforce, and considered it inhumane to expect older persons over the 
age of 67 years to work. Portuguese older adults believed that they should bow out of the labour 
force and allow younger people to enter, supporting the concept of generational equity that refers to 
the idea that different generations should have similar opportunities (Lowenstein, 2010). The 
unemployment rate in Portugal is very high by European standards, doubling from 8% in 2008 to 
16% in 2013 (European Commission, 2014), thus it is possible that opinions were influenced by 
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this social reality. Due to lack of financial resources, many reported that it was difficult to live on 
the pension alone, that quality of life was poor, and that people had to make sacrifices that 
negatively affected their health. The following statement highlights that it is sometimes difficult to 
afford medications: “I see too often the elderly in the pharmacy make calculations in their head to 
see which of their diseases they can assist this month, leaving the other diseases for the following 
month”. To relieve financial pressures, participants indicated that the government should raise the 
minimum pension. It was also suggested that pensioners should be exempt from the payment of 
taxes, water and electricity. Or at a minimum, water and electricity should be free. 
 
Discussion 
 The data presented were based on the views of Portuguese older adults who participated in 
three focus group discussions. The aim of this study was to identify how older adults in Portugal 
perceive the concept active ageing. In this sample, the majority of participants considered 
themselves to be ageing “very actively” or “fairly actively”. The themes identified in focus group 
discussions were very much in line with written responses, where active ageing was understood in 
terms of psychological factors, mental activity, physical health and activity, and social interaction. 
Discussions enhance understanding of how attitude, family roles, and financial resources, can 
impact the ability to age actively. 
Psychological Factors was the most frequently reported theme of active ageing. Older adults 
reported that was important to feel useful to oneself and within the community, to have a positive 
outlook, and to keep motivated. To achieve this, a strong emphasis was placed on helping others in 
the community, often by way of volunteer work. Conversations indicated that resilience was a very 
important attribute to overcome health issues and other life challenges. Participants reported that 
instead of resigning oneself to their situation, they should do all that they can to participate in 
meaningful compensatory activities. Accordingly, a negative attitude, lack of motivation, and 
resistance to change were considered significant barriers to active ageing. 
Social Roles and Activity was the second most frequently reported theme of active ageing. 
While active ageing was often defined in terms of participating in social activities outside the home, 
when discussing the characteristics that are important for active ageing, older adults placed a 
stronger emphasis on their role within the family. Participants reported spending much of their time 
undertaking routine activities within the home and caring for family members. There was a strong 
opinion that one could age actively by engaging in meaningful activities within the home. In the 
face of health problems, social or physical activities outside of the home were not integral to active 
ageing. Across all groups, older adults held the strong belief that family integration was essential 
for active ageing, and described those who did not have family or lived in a retirement home as 
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being isolated and excluded from society. The creation of nursing homes and the breakdown of the 
family unit were identified as significant social issues that affected quality of life, and in turn active 
ageing. 
Mental Function and Activity was the third most frequently reported theme, this included 
exercising the mind by undertaking a number of mental activities and was often discussed as an 
alternative to physical activity that was difficult due to physical limitations. Physical Health and 
Function was the final theme identified as being important for active ageing. Older adults often 
defined active ageing in terms of routine physical activities and formal exercise. However, when 
discussing the characteristics that are important to active ageing, physical health and activity was 
rarely mentioned, suggesting that while older adults consider this important for active ageing, 
psychological factors and social interaction are perhaps more relevant in later life. This is not 
surprising considering chronic health conditions that affect physical capabilities are common in 
later life, and 95% of participants reported suffering from at least one chronic condition. 
 As well as identifying the meaning of active ageing to Portuguese older adults, discussions 
shed light on the way social, health and financial resources affect quality of life and active ageing. 
First, social resources were identified as unequally distributed in the city and remote areas, and for 
participants living outside of the city there was a general lack of formal social activities for older 
adults. This is concerning considering social interaction and activity was identified as a key theme 
for active ageing in all groups. The lack of availability of social activities may explain why older 
adults placed such a strong emphasis on helping others in the community. Second, healthcare was 
considered to be adequate and to have improved in recent years. However, participants identified 
gaps in long-term care and mental health services that need addressing. Mental health services were 
very relevant to this sample where anxiety and nervous disorders were common. Last, although 
active ageing was not explicitly understood in terms of financial stability (did not constitute a theme 
or subtheme), discussions identified inadequate financial resources to be a significant detriment to 
quality of life. Across all groups, lack of financial resources lead to considerable stress, reliance on 
family members, and feelings of social isolation.  
 Limitations. Limitations of the study include the non-random sampling method whereby 
older adults were recruited based on their existing affiliations with the University of Porto. As such 
these older adults may have be more educated and higher functioning than the wider community. 
Another limitation of the study was that focus group dynamics limited the quality of data that could 
be collected on some of these topics. Participants preferred to take turns when speaking which 
resulted in each participant talking for extended periods of time without any input from other focus 
group members. Participants had a tendency to get off topic and the focus group facilitator had 
trouble directing conversation back to the topic at hand. Portuguese focus groups may have 
 104 
benefitted from a co-moderator to encourage interaction and guide conversation away from 
irrelevant topics (Colucci, 2008). Long-winded responses from some participants significantly 
added to the laborious process of transcription and translation. As such a decision was made that 
conversations that did not add valuable insights to the research were not translated to English. It is 
unclear whether the omission of these segments of text impacted on the insights that were gained. 
 Conclusion. Findings from these focus groups indicate that active ageing is a meaningful 
concept to Portuguese older adults, and is understood in terms of psychological factors, mental and 
physical health and activity, and social interaction. The current study indicates that the availability 
of resources, in particular social and financial resources, and specific cultural factors (e.g. 
intergenerational living and illiteracy) impact the potential of older adults to age actively. These 
discussions demonstrate how active ageing determinants can be used to assess the situation of older 
adults in different cultural contexts, and identify areas for policy response. Study 4 compares 
findings from Australian and Portuguese focus groups to examine how understandings of active 























Chapter 6: A cross-cultural comparison of the active ageing views of Australian and 
Portuguese older adults 
To increase understanding of the value of active ageing as a successful ageing framework 
and policy concept, an exploratory study of the views of older adults in two countries, Australia and 
Portugal, was conducted. This chapter presents a cross-cultural comparison of the active ageing 
themes that emerged from the Australian and Portuguese focus groups that were outlined in 
Chapters 4 and 5 of this thesis. The current study represents the first cross-cultural comparison of 
the meaning of active ageing to older adults using a focus group methodology. This research 
addresses the lack of cross-cultural research into active ageing and is conducted in response to calls 
for active ageing to be interpreted according to unique cultural variants (Paul et al., 2012). This 
study compares the views of community-dwelling older adults from Australia and Portugal. This 
study includes a comparison of written understandings that have been the focus of previous studies 
of lay views (Bowling, 2008, 2009), as well as a comparison of views expressed during focus group 
discussions. Older adults discussed what active ageing meant to them and the characteristics that 
both assist and prevent active ageing. Discussions also gathered information about the social, 
healthcare and financial environments in each population. These questions were included to extend 
previous research that indicates that resources that assist active ageing vary according to cultural 
context (Cloos et al., 2010). It is the hope that the current research will broaden understanding of 
how active ageing reflects the transactions of older adults with their environment and assist future 




 This comparative study combines data from the 52 older adults who participated in seven 
focus group discussions that were conducted in Australia and Portugal. Older adults were aged 
between 52 and 93 years (M = 73.23, SD = 8.291) and participated in focus groups that consisted of 
five to 13 participants (M = 7.30). Australian participants included 33 older adults (M = 75.25, SD 
= 8.31) who participated in three focus groups conducted in Brisbane City, and one focus group in 
Redland City, Queensland. Portuguese participants included 19 older adults (M = 69.71, SD = 7.19) 
who participated in two focus groups conducted in Porto, and one focus group in Santa Maria da 
Feira, Portugal. All focus groups were mixed-gender and participants were community dwelling 
and independently living. 
Quantitative analysis 
Quantitative data collected from questionnaire measures were analysed using SPSS 19 for 
Mac. Chi-squared tests were conducted on categorical variables to see if there were significant 
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differences in the distribution of responses between samples. Open-ended questionnaire responses 
were translated into English by the Portuguese focus group facilitator and were entered into QSR 
NVivo10. See Chapter 4 for a detailed explanation of coding. The total number of themes reported 
by each participant was recorded and the mean number of themes per participant was calculated. 
Independent samples t-tests investigated whether there were significant differences in reported 
themes or subthemes between samples.  
Qualitative analysis 
Australian and Portuguese focus group transcripts and open-ended questionnaire responses 
were uploaded in NVivo and read through several times to ensure familiarity. Data were analysed 
using the grounded theory approach outlined in Chapter 4. Australian and Portuguese researchers 
discussed the assignment and description of codes and refined codes where necessary. Themes were 
first identified within countries and then constantly compared between countries, leading to the 




Australian and Portuguese participant characteristics are outlined in Table 13. In both 
samples the majority of participants reported a “middle” level of education. In terms of living 
arrangements, the majority of participants reported living with their partner, however there was a 
higher percentage of Portuguese participants who reported living in an intergenerational household 
(38.3%), than in Australian groups (3%). These findings are reflective of national statistics. 
According to 2011 Australian Census data, living in a private dwelling with a spouse or partner 
(67%) is the most common living arrangement for older people aged 65-74 years, and only a small 
percentage of men (3.6%) and women (9.5%) lived with relatives other than a spouse or partner 
(ABS, 2013b). While Southern European countries (Portugal, Spain, Italy and Greece) have been 
shown to have a higher percentage of men and women aged 65-69 years living with a partner and 
children (33% to 40%) at advanced ages than people in Northern European countries (5% to 18%) 
(Tomassini et al., 2004). 
In terms of income management, 57% of Australians rated that it was “not too bad” to 
manage on their available income, while 57% of Portuguese participants responded that this was 
“difficult”. The majority of Australian’s rated their access to medical professionals as better than 
good (87%), while responses from Portuguese participants were mixed: 47% considered this to be 
“better than good, 21% as “good” and 31% as “less than good”. Portuguese participants were more 
likely to rate their health as “less than good” than Australians, and quality of life ratings were also 
slightly lower, despite participants suffering from a similar number of chronic conditions on 
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average. The most common conditions were high blood pressure (Australian (AU) 48%, Portuguese 
(PT) 58%) and cataracts (AU 30%, PT 37%). Differences between samples were anxiety/nervous 
disorder (AU 12%, PT 48%), diabetes (AU 27%, PT 11%), and skin cancer (AU 21%, PT 5%). See 
Table 4 and 10 for a full list of chronic conditions. Despite low ratings of health and quality of life, 
Portuguese participants were more likely to report ageing “very actively” (42%), than Australian 
participants (30%). The only significant differences between samples were reported living 
arrangements, c2 (2, N = 51) = 10.604, p = 0.005, income management, c2 (2, N = 51) = 8.124, p = 
0.017, and access to medical professionals, c2 (2, N = 51) = 7.796, p = 0.020. While values should 
be interpreted with caution due to small cell size, they do reflect the above percentages and findings 




























Australian and Portuguese Sample Demographics 
 Questionnaire items 
  
AU (N = 33) PT (N = 19) 
N % N % 
Gender 
    
 
Male 12 36.4 9 47.4 
 
Female 21 63.6 10 52.6 
Marital status 
    
 
Partnered 22 66.7 10 52.6 
 
Not partnered 3 9.1 6 31.6 
 
Widowed 8 24.2 3 15.8 
Education 
    
 
Lower 7 21.2 4 21.1 
 
Middle 19 57.6 10 52.6 
 
Higher 7 21.2 5 26.3 
Living arrangement 
   
* 
 
Alone 10 30.3 4 21.1 
 
Partner 22 66.7 8 42.1 
 
Other 1 3 7 36.8 
Income management  
   
* 
 
It is easy 7 21.2 2 10.5 
 
It is not too bad 19 57.6 5 26.3 
 
It is difficult 7 21.2 11 57.9 
Access to medical professionals 
   
* 
 
Better than good 27 81.8 9 47.4 
 
Good 4 12.1 4 21.1 
 
Less than good 2 6.1 6 31.6 
Self-rated health 
    
 
Better than good 10 30.3 4 21.1 
 
Good 13 39.4 6 31.6 
 
Less than good 10 30.3 8 42.1 
Quality of life 
    
 
Very good 7 21.2 4 21.1 
 
Good 21 63.6 9 47.4 
 
Less than good 5 15.2 6 31.6 
Active ageing 
    
 
Yes, very actively 10 30.3 8 42.1 
 
Yes, fairly actively 19 57.6 9 47.4 
 
No, less than actively 4 12.1 1 5.3 
Total participants 33 62.7 19 37.3 
  
M, SD 
Age  75.25 8.31 69.71 7.19 
Total chronic conditions  2.78 2.09 2.63 1.5 
 Note. * Chi-squared test p < .05 
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Perceptions of active ageing according to written responses 
Responses to the open-ended question about active ageing were broadly similar across 
samples (see Table 14). The most common perceptions were: physical health and function, social 
relationships and contacts, leisure and social activities, psychological health, and mental function 
and activity. The exception was that Portuguese older adults were less likely to report physical 
health and function as being important for active ageing, t (50) = 1.989, p = .052. This could be due 
to the greater number of Portuguese participants who considered their physical health “less than 
good”. The main difference when examining subthemes was that Australians reported participation 
in a number of leisure activities as important to ageing actively, while Portuguese adults valued 
their role within the community (e.g. volunteering, helping others). Written responses often 
included multiple themes, highlighting that active ageing was understood as a multidimensional 
concept. On average, Australians reported significantly more themes (M = 2.61) than Portuguese 

























Australian and Portuguese Participants Written definitions of Active Ageing 
Themes and subthemes AU PT 
    No. (%) No. (%) 




Physical activity- walking, running, sport, dancing, 




Keeping active/busy with routine tasks- housework, 
grocery shopping, driving 
8 2 
 
Health and lifestyle- good health, healthy diet, 
limiting alcohol and smoking, quality of life 
6 2 
 Total mentioning at least once
a 23 (70%) 8 (42%) 
Social relationships and contacts 
  
 
Having a good social life, communication with 
friends, socialising, taking interest in younger 
generation, meeting new people 
14 5 
 
Family involvement, intergenerational living, married 
life, good family situation 
12 4 
 Total mentioning at least once
a 19 (58%) 8 (42%) 
Leisure- social roles and activities 
  
 
Leisure activities- outside interests, attending social 
groups/meetings, bus trips, beach trips, shopping 
8 0 
 
Volunteering, community involvement, meaningful 
work and responsibilities, taking care of people, 
helping others, being socially useful 
6 7 
 
Holidays, travelling 5 0 
 Total mentioning at least once




Retain humour, resilience, peace of mind, 
contentment, positivity, feeling useful, motivation, 
strength of will, emotional stability, positive affect 
(happiness/love) 
16 9 
 Total mentioning at least once
a 12 (36%) 8 (42%) 
Cognitive function and activity 
  
 
Keeping mind active, keeping interested/alert, 




Cognitive activities; reading, tv, craft, crosswords, 
mental puzzles, music, movies, painting, study, 
deepen knowledge, hobbies, visual arts 
11 3 
 Total mentioning at least once










Retain independence, non-reliance on entitlements 1 0 
 
Easy access to medical facilities 1 0 
 
Happy atmosphere to live 1 0 
 Total mentioning at least once
a 2 (6%) 1 (5%) 
No. of participants 33 19 
Mean number of themes mentioned per participant 2.61* (SD=1.22) 1.68* (SD=1.108) 
Note. Subthemes can be mentioned more than once     
a Total number and percentage of participants mentioning theme at least once (single counting). 
* T-test p < .05 
   
Comparison of active ageing themes in Australia and Portugal 
 In order to gain a deeper understanding of the meaning of active ageing to older adults in 
each sample, focus groups were conducted in addition to written definitions. These discussions 
allowed participants to expand and clarify concepts being shared (Iwamasa & Iwasaki, 2011; 
Reichstadt et al., 2007), and for project investigators to understand how themes are interrelated. 
Analysis of focus group discussions resulted in the identification of four main themes that reflected 
those identified in written responses: Psychological Factors, Social Interaction and Activity, Mental 
Function and Activity, and Physical Health and Function. Below in italics are participant quotes 
that illustrate these themes. 
 In line with written responses, Psychological Factors (i.e. positive attitude and outlook, 
motivation, and personal values) were discussed as being important for active ageing in Australian 
and Portuguese focus groups. Older adults frequently discussed the importance of keeping a 
positive state of mind and remaining optimistic in the face of challenges, where “positive attitude” 
and “peace of mind” were common phrases across groups. These findings support the study by 
Reichstadt, Depp, Palinkas, Folsom, and Jeste (2007) that found older adults viewed successful 
ageing in terms of psychological adaption and subjective wellbeing. Australians considered a 
positive attitude to be important for overcoming challenges associated with ageing, while 
Portuguese older adults discussed the importance of strength of will and remaining positive in the 
face of difficulties. Despite facing stressors such as the death of a partner, chronic illness, physical 
limitations, and significant financial strain reported by Portuguese participants, older adults tended 
to count their blessings and continue to function positively (Rutter, 1995). Losses were considered 
to be a normal part of growing older and older adults tended to draw happiness from small wins 
rather than big losses. This preference for positive over negative emotions is well documented in 
older age (Reed & Carstensen, 2012) and has been shown to be linked to multiple health outcomes. 
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In particular, a positive view of ageing (Levy, Slade, Kunkel, & Kasl, 2002) and greater 
dispositional optimism (Giltay, Geleijnse, Zitman, Hoekstra, & Schouten, 2004) has been shown to 
be associated with reduced risk of mortality in older age. Studies show positive emotions to be 
associated with better psychological health (Fredrickson, 2000) and to facilitate adaptive coping in 
later life (Wagnild & Young, 1993) which is central to the theory of successful ageing. For 
example, Baltes and Carstensen (1996) stress the importance of compensating losses with gains for 
continued growth and success in older age. While Rowe and Kahn (1997, 1998) place the capacity 
to respond to physical, mental and environmental challenges as key to successful ageing.  
 In addition to having a positive state of mind, older adults frequently discussed motivation 
as playing an important role in active ageing, reporting that it was important to “try new things” 
and “be prepared to go out of your comfort zone”. In Australian groups, motivation was discussed 
in terms of participating in activities outside of the home, while Portuguese older adults discussed 
motivation as finding the energy or strength to keep going despite stressors. Self-motivation was 
often difficult to muster and involved significant self-talk where older adults weighed up the 
difficulty of the activity with the consequences of not doing said activity (e.g. “Sometimes you have 
to punch yourself though, I don’t want to get in the pool but I better”). It was clear from discussions 
is that activities that required considerable motivation often lead to the greatest sense of 
accomplishment and satisfaction. In this way, motivation and positivity were adaptive 
psychological process that helped an individual to “keep going” in the face of adversity (Rutter, 
1987). Accordingly, motivation was considered important for overall wellbeing and the absence of 
motivation a significant barrier to active ageing. Across groups, older adults frequently called out 
demotivated peers who had “no desire to change” or did not “make any effort” as impairing their 
own health. This was especially relevant in Australian groups where participants were particularly 
intolerant towards others who expressed discontent, or acquaintances who were perceived to have 
simply “given up”. While older adults construed their own situation in a positive light, they 
frequently identified negative traits in others demonstrating that they did not see the world through 
rose coloured glasses. This was especially relevant in conversations relating to the theme Physical 
Health and Function that will be outlined shortly.  
 Differences in personal values were also evident between groups. While older Australians 
valued a sense of independence as vital to active ageing, Portuguese older adults valued their 
individual contribution within the community. Australians frequently reported a sense of control as 
being important for active ageing; this included having control over health and financial decisions 
and the spending of one’s leisure time (e.g. “we do what we want to do). Independence was 
strongly valued in these groups as evidenced from discussions about caring responsibilities, 
physical limitations, and a lack of suitable transport options that limited opportunities to engage in 
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meaningful activities. Accordingly, Australia has been shown to have a highly individualistic 
society and it is the norm for older adults to live independently at advanced ages (ABS, 2013b; Fox, 
2005). Older adults believed that they should be able to carry on life as normal, which was 
considered key to life satisfaction according to early activity theory (Havighurst & Albrecht, 1953). 
In Portuguese groups a sense of usefulness within the community was considered important (e.g. 
“Should continue to feel useful, both for themselves and for the community”). This included making 
the most of one’s time, participating in volunteer work and helping others. These findings are in 
line with the ‘familistic culture’ of Southern European countries that is represented by stronger 
family ties and a higher instance of intergenerational living. A sense of usefulness to others 
(Gruenewald, Karlamangla, Greendale, Singer, & Seeman, 2007) and an overall sense of purpose 
(Boyle, Barnes, Buchman, & Bennett, 2009) have been shown to be associated with reduced risk of 
mortality. 
 The second major dimension that was identified as being important for active ageing was 
Social Roles and Activity. Across groups, older adults reported participating in a wide range of 
social activities, including socialising with friends, volunteer work, pursuing interests and hobbies, 
and undertaking family roles and responsibilities. These findings support other qualitative research 
that has found older adults consider social involvement to play a key role in remaining healthy and 
independent in later life (Tomaszewski, 2013). While social roles and activities were considered to 
be an important determinant for overall wellbeing, comparison of subthemes indicated differences 
in the type and number of social activities that Australian and Portuguese older adults participated 
in. Australians placed a strong emphasis on participation in social activities outside of the home and 
stressed the importance of continued social engagement in older age. In the face of physical 
limitations social interactions such as meeting a friend for a cup of tea were considered necessary 
for overall wellbeing. For Australians, social participation was central to an understanding of active 
ageing and active ageing was something that was visible to others. In line with this notion, those 
who did not visibly participate were considered inactive, disengaged and isolated. In contrast, 
participation in social activities outside of the home was not as strongly emphasised in Portuguese 
groups. While Portuguese older adults participated in volunteer work and other outside activities, 
these activities were not integral to active ageing. Active ageing was something that could be 
achieved in the privacy of the home and participants frequently addressed the misconception that 
one needed to participate in a large number of activities to age successfully. Accordingly, pursuing 
interests and hobbies and interacting with family members were valued forms of social engagement 
that contributed to overall wellbeing.  
 Differences in social roles and activities may be a reflection of the availability of social 
resources, financial constraints, and living arrangements in each country. Portuguese focus group 
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discussions indicated that older adults tended to rely on social activities organised by church 
groups, universities, charitable organisations, and the local government, while social activities 
arranged for older people in remote areas were virtually non-existent. In addition to limited social 
resources, participants lived in an environment of significant financial pressure that made it difficult 
to afford basic health care and medications. Limited financial resources were common among all 
participants in Portuguese groups and, while not explicitly stated, spending money on leisure 
activities may not have been a priority given the circumstances. In contrast, Australians reported 
that they were spoilt for choice in terms of the number activities that were available and often 
discussed the ability to put money aside for holidays and leisure activities. The biggest barrier to 
participation in these groups was often physical limitations and self-motivation. In addition to 
variability in social and financial resources, a greater instance of intergenerational living in 
Portuguese groups may have brought opportunities for sociability within the home, whilst also 
bringing unique stressors that placed restrictions on socialisation outside of the home. Accordingly, 
the biggest difference between groups when discussing social activity was the focus on family 
engagement. While family interaction was important for active ageing across all groups, there was a 
much stronger emphasis on ones role within the family in Portuguese groups. Portuguese 
participants were more likely to have a social life that oriented towards the family, whereby they 
often helped family members around the home and cared for grandchildren. This family orientation 
of social life in addition to the importance of social contact for overall wellbeing places the family 
as central to active ageing for Portuguese older adults. 
Mental Function and Activity was third most commonly discussed dimension of active 
ageing; this was often mentioned as a substitute to physical activity that was not possible due to 
physical limitations. Older adults frequently reported, “keeping mentally active” as being 
important, and participation in activities such as reading and crossword puzzles. The commonly 
held opinion across groups was that one could age actively by undertaking intellectual activities and 
hobbies. For example, Australian older adults emphasised the importance of undertaking mentally 
stimulating activities in the face of physical limitations (e.g. “I’m fortunate because I make model 
aero planes. In bad times I will sit in my workshop and it will get me through the day…”). 
Similarly, Portuguese older adults emphasized activities within the home as an adequate substitute 
for physical activity (e.g. “At home you can read, you can write, and this is also a form of healthy 
aging and active”"#!In cases where people were severely limited and physical or social activity were 
not options, older adults believed that one should find other ways to occupy their time. There was 
an undercurrent of positivity in these discussions, and across groups self-motivation was considered 
very important for successful adaption to age-related losses. These findings indicate that it is 
possible to age actively despite the presence of disease and disability, and support other qualitative 
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studies where older adults have considered themselves to be ageing successfully despite poor health 
(Strawbridge et al., 2002). 
The final dimension of active ageing reported was Physical Health and Function. Older 
adults discussed undertaking physical hobbies such as gardening, lawn bowls, and other exercise 
activities (e.g. swimming, walking). Australians reported participating in an extensive number of 
planned exercise activities (e.g. yoga, water aerobics) that were rarely mentioned in Portuguese 
groups. In Portuguese groups, participants emphasised the importance of completing routine 
activities indicating that functional independence was important to active ageing (e.g. “To maintain 
life normally, regardless of our age”). In all groups, participants admitted physical activity was not 
always possible due to physical limitations or poor health and living with chronic conditions was a 
reality for many where Australian and Portuguese participants reported suffering from an average of 
2.8 and 2.6 chronic conditions, respectively. In line with other research that indicates health 
problems and physical limitations are often considered a normal aspect of growing older (Clarke & 
Bennet, 2013), participants were generally accepting of their physical limitations. As such, much of 
the conversation about physical health and function was concerned with adaptive coping. 
Australians discussed the importance of accommodating for limitations by undertaking low 
intensity activities, while Portuguese participants discussed substituting old activities with new 
activities that were not always of a physical nature (e.g. cognitive activities) but within their 
capabilities.  
Physical Health and Function and Psychological Factors were often discussed hand in hand 
in line with the tendency of older adults to lean towards positive emotions. An interesting finding 
across groups was that older adults seemed uncomfortable complaining about their health issues. 
Both Australian and Portuguese older adults tended to minimise their suffering by comparing their 
health issues with friends and acquaintances, or people that they perceived to be in a more 
disadvantaged position. In particular participants often referred to people living with a disability or 
in a third world country. Clarke and Bennet (2013) explain that self-comparison helps to reduce the 
legitimacy of an individuals complaints and reconstructs their reality in a positive light. 
Accordingly, psychological resilience was an important for adaption to chronic illness or physical 
limitations. Overall, Portuguese older adults were more accepting of the negative effects health 
problems had on overall activity levels. While there was a belief that an individual should do all 
they can to overcome health problems, they accepted that health drew the body to activity and 
emphasised participation in alternate forms of activity (e.g. You can do a number of things very well 
despite the fact that there is a problem in the heart”). This was contrary to Australians who 
discussed the importance of mild physical activity (e.g. “I have to take account for my age and so I 
can’t go absolutely berserk”) in the face of health issues. Despite the emphasis on physical activity 
 116 
when initially defining active ageing, when asked to discuss the characteristics of an individual who 
was ageing actively, conversations tended to centre around Psychological Factors, Social 
Interaction and Activity, and Mental Function and Activity, suggesting though physical activity is 
important, it is possible to age actively without engaging in planned exercise.  
Identified barriers to active ageing in each sample 
 Older adults identified barriers to active ageing that varied according to cultural factors. 
Physical health problems were perceived as a barrier to ones ability to age actively in Australian 
groups, “Physical disabilities of course they restrict you. Some people find it very hard to mix with 
other people”. Mobility restrictions made it difficult to access public transport that was not senior 
friendly and impacted opportunities for independence. These findings support the study $%!Zeitler et 
al. (2012) that found suburban environments in Australia to be characterised by impractical 
infrastructure and transport options that created car dependency and impacted opportunities for 
participation. In Portugal, transportation was not identified as a barrier to active ageing as there was 
less value placed on participation in social activities outside of the home.!
 Mental health problems (e.g. dementia, depression and anxiety) and motivational factors 
were considered to impact ones ability or desire to participate in social activities. Portuguese older 
adults held an opposing point of view that an individual should do all that they can to overcome 
heath problems, “Having a disease does not prevent active ageing”, and emphasized undertaking 
other activities that do not rely on physical health, “The people can have a different type of activity, 
he can read, he can write, you can do a number of things very well despite the fact that there is a 
problem in the heart, or another disease”. Health problems were not considered a significant barrier 
in Portuguese groups, as there was not as strong an emphasis on participating in social activities 
outside of the home. In these groups, there was less focus on independence as in Australian groups 
and participants believed that there were many meaningful activities one could complete within the 
home. 
While social activity and contact is linked to wellbeing in older age, not all social 
relationships are supportive and can be at times problematic (Rook, 1984, cited in Humboldt, 2012). 
In both groups, caring responsibilities restricted opportunities for engagement in fulfilling activities, 
kept people housebound, and in some cases lead to stress and social isolation. Differences in the 
caring responsibilities of Australian and Portuguese participants align with cross-national 
differences in the living arrangements of older people. Australian participants discussed being the 
primary carer for their spouse/partner in poor health, in line with findings from the 2011 Census 
that found the majority of older carers (77%) were responsible for the primary care of their partner 
or spouse (ABS, 2012). In contrast, Portuguese participants discussed being responsible for the care 
of their older parents. Due to increases in life expectancy, this has been become a significant 
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problem in today’s society as it can significantly impact the autonomy of informal carers (Zaidi et 
al., 2013). This problem is exacerbated in societies where resources to assist older people are 
limited and children and families are the main care providers (Katz, Gur-Yaish, & Lowenstein, 
2010). Research indicates that features of an older persons social environment, such as financial 
problems, excessive demands from family and friends, or having a spouse in poor health can lead to 
a reduction of health and functioning (Annear et al., 2014). Portugal along with other Southern 
European countries, has been shown to have the lowest proportion of older people living in 
communal establishments (Tomassini et al., 2004), and the creation of nursing homes to alleviate 
these situations was fear inducing for many who considered living alone or in a nursing home as 
akin to social isolation. While caring responsibilities were undesirable, the dissolution of the 
intergenerational family unit was considered to be a significant social issue contributing to a 
“society of exclusion”. Conversations strongly communicated a fear of exclusion in older age and 
the value family engagement had over other forms of social participation. The topic of nursing 
homes rarely came up in Australian groups, so it is unclear how Australian’s viewed these 
situations. However, in Australia, it is the norm to live independently in private dwellings at 
advanced ages, and common for older adults over the age of 85 years to live alone (35%), or live in 
non-private dwellings such as nursing homes (26%; ABS, 2013). For Australians social isolation 
was considered a result of an individual’s lack of motivation to participate in social activities, rather 
than a function of society itself.  
 Financial difficulty was identified as being a significant detriment to quality of life across 
groups; however, was a point of contention between Australian focus group members where 
complaints were often met with criticism. The pension was considered to be an adequate source of 
income among most focus group members and thus those that complained were often criticised for 
not managing their finances properly or making bad financial decisions. For example, one 
participant who reported that a single pension made it difficult to manage rental payments was 
criticised by another for not buying a house when he was younger. However, many people were 
grateful that they received a pension at all and often compared their situation to other countries that 
did not offer an age pension. In contrast, Portuguese groups highlighted pensions were insufficient 
and made it difficult to afford basic necessities. Older adults reported inadequate financial resources 
created significant stress for families and often made it difficult to afford basic necessities such as 
medications. Furthermore, in these groups, illiteracy among older people was discussed as a barrier 
to active ageing. Older adults reported that illiterates were often excluded from society and lived 
very isolated lives, “These people due to lack of knowledge, because of lack of organization of the 
community, because they are excluded from society, live very isolated and have no knowledge of 
ways to improve their life”. Portuguese older adults talk about “social selfishness” as inevitably 
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impacting one’s ability to age actively. These findings indicated that older adults did not feel 
adequately supported by the government and that active ageing may not be a realistic possibility for 
disadvantaged groups of people. 
Australians discussed ageism as a barrier to active ageing. “Societies attitude, the box that 
often people put old people into”. There was an overall sense that participants felt misunderstood 
by the younger generation and were not given the respect that they deserved. They also expressed 
the belief that they were not valued in the workforce and as such would not be hired over a younger 
person, despite completing a job to the same or better standard. While no one specifically stated that 
they had experienced age discrimination, some participants felt that they were seen as unproductive 
and incompetent. Participants believed that ageing policies and programs that were widely 
promoted often presented older people in a negative light (e.g. “I don’t know any people that look 
like that”). This is not surprising considering that policies are promoted to combat population 
ageing and the ‘burden’ this older cohort will have for pensions and the health care system 
(Asquith, 2009). Many participants felt misunderstood by the government and society at large and 
believed that their needs were not being adequately addressed (e.g. A lot of these programs are 
thought up by people who don’t have interaction with older people, they develop things without 
actually knowing”). Most participants were relatively high functioning, and self described active 
agers, and suggested improvements that improved opportunities for independence. In particular, 
accessible and cost effective transport options that improved their access to health services and 
ability to participate in social activities. What was interesting was that focus group participants who 
were more active in the community (e.g. participated in volunteer work) did not hold the same 
beliefs. These people who had more positive contact with the younger generation felt respected and 
that they were making a positive contribution to the community. These findings support research by 
Warburton and McLaughlin (2005) that found strong intergenerational relations provided a key role 
and identity for older adults who undertook informal volunteer activities. 
Comparison of social, health and financial resources in each sample 
 Social resources. When focus group conversations were compared, it was apparent the 
availability of social activities varied by country. Whether Australian participants lived close to the 
city or a considerable distance away, the availability of social activities was vast. Participants in 
retirement living communities reported a significant number of social activities, including physical 
activities, such as yoga, water aerobics, and tai chi, and cognitive activities, such as chess, pool and 
bingo. Overall, group members were very satisfied with the number of activities on offer, “This 
place aims to get everybody going, that’s why they employ an activities lady. A lot of places you go 
into and they’re just sitting there staring at each other…. very sad”. However, social isolation was 
still a problem in these communities, “The problem is we don’t live in each others houses [people] 
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don’t arrive on your doorstep and walk straight in the door, so we’re no different from real 
suburbia”. Older adults living outside of retirement living communities reported the existence of a 
number of organisations that arrange social activities for older adults. These included: Men’s Shed, 
fishing clubs, community centres, seniors centres, libraries, and local sporting centres (e.g. lawn 
bowls, swimming pool, tennis centre). Participants were also more likely to report looking after 
grandchildren or other family members than those living in retirement communities. Across all 
Australian groups, transport was identified as a significant factor in ones ability to participate in 
social activities. Participants discussed that it was difficult to catch public transport as it was not 
senior friendly. Furthermore, it was suggested that transport should be free for seniors or at the very 
least more affordable. Others went on to say that this would benefit society by getting older people 
off the roads, “I think more accidents are caused by younger people than elderly people. Every time 
a person 60 or 70 has an accident it hits the headlines. But there could be 10 or 12 a day by young 
people and nothing ever happens”. Indicating that older adults were very aware of ageist attitudes 
held by others in the community. 
 In Portuguese groups, conversations highlighted differences in the number of social 
activities arranged for people living in the city or remote areas. Older adults living in Porto were 
aware of activities arranged by the municipality, local parish, universities, and charitable 
organisations. For example, the parish Foz do Douro organizes social activities for seniors, such as 
gymnastics, visual arts, dances, cultural visits, trips to the theatre, and English and computer 
courses, while other parishes were reported to arrange regular gatherings and dances for older 
people; Project Life Plus run by The University of Porto organizes cultural activities in the city; and 
Association Yellow Heart is an organization that supports isolated older adults. Few social activities 
existed for older adults living outside of the city and were limited to activities arranged by the 
parish. Across all Portuguese groups, it was agreed that there was a lack of activities for people who 
lived outside of the city and conversations implied that this could do with improvement. No specific 
changes to social activities were suggested, however in line with Australian groups it was suggested 
that transport should be free for people in the municipality.  
 Despite differences in the number and type of social activities that were considered 
important, it was clear that social roles and activities were important for living an active and 
engaged life in older age. The number of activities one participated in appeared to be less important 
than the quality of the activity and the feeling of satisfaction that the activity gave. Maintenance of 
social roles and activities has implications for psychosocial wellbeing by providing opportunities 
for interpersonal contact and social support. Research has long linked the benefits of social support 
to wellbeing in older age. Social support has been shown to have benefits for health and wellbeing 
at all ages (Antonocci, 2001 cited in Lowenstein), and has been shown to have implications 
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mortality and morbidity. Studies have linked social support to lower rates depression, heart disease, 
enhanced cognitive capacity, and better coping with chronic illness and disability (Berkman & 
Kawachi, 2000, cited in Lowenstein). Furthermore, reciprocal exchange between generations has 
been shown to be related to better psychological wellbeing (Lowenstein & Katz, 2005). These 
findings indicate social support and engagement is a key consideration for older people, and has 
implications for older people who are unable to leave the home due to physical limitations or have 
significant caring responsibilities for their partner, parents or grandchildren.  
 Healthcare resources. Discussions surrounding healthcare resources were largely 
congruent with questionnaire responses. The majority of focus group participants indicated that they 
were satisfied with their access to medical professionals, in line with the 87% who rated this as 
“better than good”. Australians report the existence of a large number of services in proximity to 
their home, these include: health practitioners (e.g. physiotherapists, reflexologist, podiatrists, 
doctors), hospitals, home nursing services (e.g. Blue Care), prescription pack and delivery services, 
services to make the home age friendly (e.g. placing handrails in the bathroom), and meal delivery 
services (e.g. Meals on Wheels). Opinions were very positive regarding the level of care received in 
public hospitals.  
 In contrast, satisfaction of access to healthcare resources in Portugal was mixed; 47% 
considered this as “better than good”, 21% “good” and 31% as “less than good”. Unfortunately, 
health resources were not discussed at great length in Portuguese groups. Participants reported the 
existence of hospitals and health centres in close proximity to their home, however the variety of 
health practitioners was somewhat limited. Mental health services were reported to be lacking, 
which was relevant to the 48% of Portuguese focus group members who reported suffering from an 
anxiety or nervous disorder. Interestingly, mental health services were not discussed in any 
Australian groups, and 12% of the sample reported suffering from anxiety. Some older adults 
reported long wait times at health centres, however this was not the consensus across groups. 
Treatment in public hospital was considered good, however participants reported that hospitals 
lacked beds in long-term care.  
 While Australians talked at length about the affordability of healthcare, this was not a topic 
of discussion in Portuguese groups, despite both Australia and Portugal having universal publically 
funded health systems (Medicare and the NHS, respectively), as well as a private health system. 
Australians identified healthcare affordability as an issue regardless of whether they belonged to a 
private health fund or not. Participants complained the gap between the doctor’s fee and Medicare 
rebate was continuously increasing and dental care was unaffordable. Some participants reported 
receiving discounted health services due to being placed on health plans by their doctor, however 
many were unsure what they were entitled to. In terms of improvements to public health, focus 
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group members reported that they would like to see dental procedures covered by Medicare and 
would like to receive further education about their healthcare entitlements. Those belonging to a 
private health fund believed cover was essential, the main benefit being the absence of wait times, 
“I know people who die before they get called [in the public system]. At least if you have private 
health cover you can go where you want, when you want, to your own doctor”. However, private 
health cover was considered very expensive, and included significant out of pocket costs especially 
when suffering from a chronic illness.  
 Financial resources. Discussions surrounding financial resources were very much in line 
with questionnaire responses. The majority of Australians reported that it was “not too bad” to 
manage on their available income, while Portuguese older adults reported that “it is difficult”. In 
both samples the age pension was identified as the main source of income, however there was 
considerable difference in terms of satisfaction with this financial resource. Australia’s pension 
system has two components: a means-tested age pension plus the superannuation guarantee that was 
introduced in 1992. This involves a compulsory employer contribution to a private pension plan. 
Since 2002/3, the contribution rate has been 9% (Whitehouse, 2007). The Age Pension payment in 
Australia varies according to whether a person is single or coupled. The fortnightly rate is currently 
$843 for a single person, $635 per person for a couple, and $842 per person for a couple that is 
separated due to ill health (Department of Human Services, 2014). In Australian groups there was a 
general consensus that the pension was sufficient, “You can live very well on the pension, my wife 
and I save on the pension”. However, some Australians reported that it was difficult if suffering 
from chronic medical conditions, paying rent, or living alone and receiving a single pension. 
Despite the large number of concerns voiced about the affordability of healthcare, only a small 
number of participants claimed that the pension was insufficient. These people were more likely to 
live outside of retirement communities, in a disadvantaged area and did not receive any assistance 
from family members. In general, complaints about the pension were met with criticism from other 
focus group members, “I can’t deal with people who say that they can’t live on the pension, you 
should go to Indonesia, places like that, they get nothing”. In addition to the pension, some 
participants reported receiving superannuation payments and a carer allowance. While no further 
information was provided about superannuation amounts, carers were considered “very poorly 
paid” and the small sum was spent on hospital transport costs. 
In contrast to Australian groups, Portuguese older adults expressed strong opinions that the 
pension was inadequate. Portugal has an earnings-related public pension scheme with a means test 
safety net. Pension rates depend on average earnings and years of insurance. There is a current 
minimum pension of !190 per month, for people with up to 15 years of contributions. For people 
with 15 to 40 years, the minimum pension varies between 65 to 100% of the minimum wage, net of 
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employees’ social contributions. In 2002, the minimum his was reported to be a between !201 and 
!310 per month. For people with low or no income, there is a minimum social pension, this was a 
reported !138 per month in 2002 (Whitehouse, 2007). The majority of focus group participants 
reported receiving above the minimum pension, around !370 per month. This sum was often shared 
with children and grandchildren and insufficient to afford the basic necessities (e.g. medications). It 
was suggested that the state should raise the minimum pension and that those receiving pensions 
below the minimum wage should be exempt from the payment of taxes and amenities (e.g. water 
and electricity). Unlike in Australian groups, no carers’ allowance was reported. To relieve burden 
on families, it was also suggested that the government should support children who take care of 
their parents, similar to the way the government supports new parents. One participant reported, 
“there is no lack of money, there is lack of distribution”. This lack of distribution to older adults 
was considered to greatly affect quality of life. 
In both countries, there were limited opportunities for paid employment after retirement. 
Some Australians reported working a few hours a week at their grandchildren’s school canteen, or 
babysitting for family or friends. Most Australian focus group members reported that they would 
like to participate in part-time employment, however there were no opportunities for older adults, or 
they were restricted due of health issues. Others reported that they did not want to risk losing their 
pension, “There are so many hoops and things that you have to do. You have to ring up 
Centrelink... Then if you don’t let them know, you don’t get paid”. In Portugal, it was also clear that 
there were no paid employment opportunities after retirement. However, in Santa Maria da Feira 
agriculture was considered an alternate source of income. Most people were of the opinion that they 
had done their time in the workforce or that it was inhumane to expect people of retirement age to 
work. Others reported that they did not want to take work opportunities from younger people, “It is 
necessary to give rise to new, provide an opportunity for new. I will not take the place of someone 
who is in need of work”. Portuguese participants appeared to be conscious of the marked increase in 
the unemployment rate, and did not want to further disadvantage younger workers who were 
perceived to be “struggling”.  
Lay views compared to the WHO model 
Active ageing themes identified in the current study are in line with determinants outlined in 
the WHO (2002) model. Of the six determinants of active ageing, Personal Determinants was the 
most frequently reported dimension and was often interrelated with Social Determinants and 
Behavioural Determinants. Participants frequently identify Psychological Factors (e.g. positivity, 
peace of mind, motivation, and personal values) as important for active ageing. Discussions 
highlight the fact that psychological factors are seen to play a significant role in overcoming 
limitations and adapting to challenges of ageing. Mental Function and Activity was another 
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frequently reported theme of active ageing and was often emphasized as an alternate source of 
activity. Australian and Portuguese older adults were of the firm opinion that, in the face of physical 
limitations, one can age actively by undertaking mental activities within the home. These findings 
indicate that coping styles are very relevant to active ageing and demonstrate the value of including 
subjective assessments into measurements of active ageing.  
Social Determinants (e.g. social interaction, social roles, and activity) was the second most 
frequently discussed dimension of active ageing. Interaction with family members and friends was 
important in both Australia and Portugal, however in terms of social roles and activities differences 
were evident. Australians were more likely to report participation in social and leisure activities 
(even in the face of physical limitations), while Portuguese older adults frequently reported 
community involvement (e.g. volunteering, helping others) as a form of social activity. Social 
isolation was identified as a significant barrier to active ageing in both samples, however different 
risk factors were identified. Australians discussed Psychological Factors as impacting the desire to 
be socially active, such as motivation, personality (e.g. being outgoing), and mental health issues 
(e.g. anxiety, depression). Ageism in the community was also identified as a barrier to active ageing 
in Australian groups. In contrast, Portuguese older adults identified living alone and the creation of 
nursing homes as risk factors for social isolation, as well as culture specific problems, such as the 
breakdown of the family unit and illiteracy among seniors.  
Behavioural Determinants (e.g. physical health and activity) was the third most commonly 
reported dimension of active ageing, in line with previous research that demonstrates older adults 
perceive active ageing in terms of physical activity (Bowling, 2008; Stenner et al., 2011). 
Australians were more likely to report participating in planned exercise than Portuguese older 
adults, and discuss physical health and function as a significant barrier to active ageing. Mobility 
restrictions were considered to affect participation in social activities and exercise activities that are 
oftentimes a form of social interaction (e.g. group fitness). Australians frequently discuss modifying 
their exercise routines and social activities to allow for physical limitations, further emphasising the 
importance of adapting to challenges and coping styles. In contrast, Portuguese older adults did not 
consider physical health as a significant barrier to active ageing, and emphasised participation in 
social or mental activities within the home. These findings indicate that physical activity may not be 
a relevant measure of active ageing in all populations. Apart from living a healthy lifestyle, other 
objectively measureable variables outlined in the WHO model (e.g. tobacco and alcohol use, oral 
health and use of medications) were rarely discussed in Australian and Portuguese focus groups. 
Economic and Physical Environment Determinants were not explicitly identified as themes 
of active ageing, but were identified in conversations as important. Economic Determinants are 
identified as a barrier to active ageing in both countries, however are a particularly significant 
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challenge for Portuguese older adults at the present time. While Australians expressed satisfaction 
with the Age Pension, there was a general consensus in Portuguese groups that this resource was 
insufficient, placing considerable strain on individuals and families, and impacting quality of life. 
Paid work opportunities for older adults were limited in both samples, however continued 
participation in the workforce was not identified as being important to active ageing, contrary to 
active ageing policy response (i.e. OECD, EU) that focuses on maximizing the economic potential 
of older adults. Focus group participants valued roles outside of the formal labour market, such as 
their contribution to the community, caring for a spouse, or family responsibilities. WHO (2002) 
propose unpaid activities provide a sense of fulfilment and social opportunities that are beneficial to 
psychological wellbeing. 
Physical Environment is also discussed as important to quality of life, and was often 
interrelated with Social Determinants, Personal Determinants and Behavioural Determinants. Both 
Australians and Portuguese older adults identify their home environment to affect their ability to 
age actively. Australians discuss the health of their partner as a barrier to independence and 
reported being unable to participate in social or leisure activities due to caring responsibilities. 
Portuguese older adults discuss intergenerational living and their responsibilities in these 
households as a cause of stress and loneliness. Transportation was also reported as an issue for not 
being senior friendly or affordable. In Australia, older adults suggested that buses and trains are 
difficult to board due to mobility restrictions. In both countries, it was suggested that transportation 
should be free for older adults. Older participants did not discuss other determinants outlined by 
WHO (2002), such as falls or pollution. 
Older adults in this study did not explicitly conceptualise active ageing in terms of Health 
and Social Service Determinants, however the changes that were suggested were insightful. In both 
samples, older adults were generally satisfied with healthcare resources and the level of treatment 
received in public hospitals. However, focus group discussions highlight Australians would like to 
receive further education in terms of the opportunities and services that are available to them, so 
that they can navigate their own way around the health system. While Portuguese older adults 
identify a lack of mental health services and beds in long term care. It is thought that Health and 
Social Services Determinants may be more relevant to people living in countries that do not offer 








The data presented are based on views of older adults living in Australia and Portugal. 
Understandings of active aging were obtained from themes identified in written definitions and 
focus group discussions. The purpose of this study was to explore the role cultural factors play in 
conceptualisations of active ageing. Findings were compared between the countries, after separately 
analysing findings within them (Kendig, Koyano, Asakawa, & Ando, 1999). Results indicate that 
active ageing was a meaningful concept to both Australian and Portuguese older adults. While 
written definitions of active ageing varied slightly to those outlined in focus group discussions, 
active ageing was understood in terms of four common themes: Psychological Factors (attitude and 
affect, motivation, and personal values), Social Roles and Activity, Mental Function and Activity, 
and Physical Health and Function. These themes were often interrelated, for example social 
participation was influenced by physical health or psychological factors (e.g. motivation), and 
mental activity was discussed as an alternative to physical exercise in the face of health issues.  
In line with previous research (Stenner et al., 2011), the current study highlights the 
importance of subjective variables to conceptualisations of active ageing. Focus groups highlight 
that older adults participate in activities that are personally meaningful, this is in line with findings 
by Litwin and Shiovitz-Ezra (2006) that found subjectively meaningful activities are more 
important to wellbeing than the quantity of activities. While older Australians valued participation 
in social and leisure activities, Portuguese older adults valued intergenerational solidarity and a 
feeling of “usefulness” within the community. Australians and Portuguese older adults frequently 
reported physical health and function as being important in written definitions of active ageing and 
word association tasks, in line with studies that frequently show physical health and function as 
being important for active ageing (Bowling, 2008, 2009). However, when participants were asked 
to discuss characteristics that are important for active ageing, physical activity was rarely 
mentioned in comparison to other themes. Focus group conversations suggested that planned 
exercise was not always possible due to physical limitations, however one could still age actively 
by engaging in other social or mental activities. Mental function and activity was frequently 
discussed as an alternative to physical and social activity. Older adults emphasised the importance 
of psychological and behavioural adaptations to life changes and disabilities, indicating that coping 
styles were very relevant to this sample. This is contrary to successful ageing models that focus 
predominately on freedom from or avoidance of physical disability (Reichstadt, Sengupta, Depp, 
Palinkas, & Jeste, 2010). These findings indicate that objective measures of physical activity may 
not be the most relevant measure of active ageing, especially amongst the old-old who suffer from 
significant mobility restrictions. 
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To obtain an in depth understanding of active ageing in different cultural contexts, the 
current study included discussions around the availability of healthcare, social and economic 
resources in each sample. While Australian and Portuguese participants expressed satisfaction with 
the healthcare resources in their country, improvements were suggested that identified different 
areas of importance. Discussions indicated that Australian and Portuguese participants live in very 
different social environments. While the majority of Australians reported being satisfied or the 
ability to “make do” on their available income, the Age Pension was considered insufficient among 
Portuguese older adults, and in some cases a significant detriment to quality of life. In terms of 
social resources and activities, the intergenerational family unit was identified as having both a 
positive and negative impact on quality of life depending on individual circumstances. While the 
availability of social resources were shown to vary considerably in urban and remote areas. 
Illiteracy was also identified as a culture specific problem in Portugal that leads to social isolation. 
Comparatively, Australian participants were very satisfied with the large range of social activities 
that were offered for seniors. However, participants expressed dissatisfaction with ageist attitudes 
held by the government and people in the community. These attitudes were predominately 
concerned with older adults being unproductive members of society and were damaging to self-
concept. Although there are many similarities in reported components of active ageing, 
investigation into the social, financial and healthcare environments suggest that broader social 
issues may significantly impact the ability to age actively.  
In terms of the WHO (2002) active ageing model, Personal Determinants, Social 
Determinants, and Behavioural Determinants were frequently discussed as being important to 
active ageing. Economic Determinants were identified as a significant barrier to active ageing, 
especially in Portugal where the age pension was considered insufficient, as well as Physical 
Determinants such as the home environment and transportation. Older adults were generally 
satisfied with Health and Social Services, however this determinant may be more relevant to 
populations that do not have publically funded healthcare systems.  
Conclusion 
This research indicates that active ageing is a meaningful concept to both Australian and 
Portuguese older adults, and shows how the active ageing model can be used to assist holistic 
assessments of the circumstances of older people (Cloos et al., 2010). The current study highlights 
that future models need to take into account subjective variables (e.g. values, coping styles, and 
preferences), culture specific factors (e.g. intergenerational living), and have a significant 
understanding of environmental factors (e.g. social, financial and healthcare resources), that impact 
the potential to age actively. This will ensure that active ageing policies adequately address aspects 
of older life and the needs of older adults in specific populations.  
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Chapter 7: General discussion and conclusion  
The following chapter draws together the threads of this research that investigated the 
concept active ageing in Australia and Portugal. The purpose of this thesis was to contribute to the 
stock of knowledge surrounding the understanding and measurement of active ageing. At the time 
this project was devised, few studies had attempted to empirically validate the structure of the 
WHO model of active ageing (Paul et al., 2012) and a limited number of studies had examined lay 
views of active ageing (Bowling, 2008, 2009; Cloos et al., 2010; Stenner et al., 2011). Unlike the 
popular predecessor successful ageing, and despite influence on ageing policy decisions around the 
world, there appeared to be a scarcity of empirical research into active ageing. As a consequence, 
the practical application of the model and value to ageing policy decisions was largely unclear. 
This thesis addressed identified shortcomings in the active ageing literature, specifically: the 
lack of empirical investigation into WHO (2002) model components, lack of consultation with older 
adults on how they view active ageing, and the lack of weight given to cross-cultural differences in 
conceptualizations of active ageing. In line with these gaps in the literature, three research aims 
were developed: 1) to quantitatively reflect the determinants of active ageing using corresponding 
variables from two Australian longitudinal datasets, 2) to examine Australian and Portuguese 
participants’ views on active ageing and identify dominant themes and patterns, and 3) to conduct a 
cross-cultural comparison of Australian and Portuguese participants’ views of active ageing, and 
compare these with the WHO (2002) model. Discussed below are the overall findings of this thesis, 
including study contributions and limitations, and recommendations for future research.  
A quantitative model of active ageing 
Study 1 applied EFA and CFA to a sample of 7,248 community-dwelling adults aged 73 to 
79 years from ALSWH and HIMS, to explore the underlying factor structure of 16 indicators of 
active ageing. This study found five clear factors; Physical Health, Healthcare Accessibility, Falls, 
Psychosocial, and Social Environment; these showed acceptable fit to the overall data and were 
stable across gender. Factors were not similar to the WHO model and consisted of a complete 
rearrangement of active ageing determinants. Behavioural determinants, Social Determinants, and 
Physical Environment Determinants played a major role contributing to four of the five factors 
derived, while Health and Social Service Determinants was the only determinant to contribute 
independently to the model. The inter-connectedness of the determinants highlights that active 
ageing is a complex concept that requires a multidimensional approach, to ensure that the lived 
experience of older adults is accurately reflected; whilst addressing the shortcomings of models that 
approach ageing from a biomedical, psychological, social or financial standpoint (Buys & Miller, 
2012). WHO (2002) advocates the importance of considering a broad range of determinants, 
however there is little guidance on which determinants that should be prioritised. The model 
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outlined in Study 1 demonstrates that health, social support and aspects of the lived environment, 
such as the availability of healthcare and neighbourhood satisfaction, are important to consider in 
measurements of active ageing. These findings represent a first step in capturing the 
multidimensional nature of active ageing with quantitative variables, and contributes to our 
understanding of how objective indicators operate together to reflect a model of active aging in a 
cohort of Australian seniors. 
Limitations of using longitudinal datasets to assess the measurement structure of indicators 
of active ageing include the lack of control over the sample and measures included. These datasets 
provided an appropriate sample size, however they were not specifically designed to address active 
ageing. While ALSWH and HIMS were designed to be comparable, many important measures of 
health and wellbeing were missing in each survey (e.g. alcohol use, ADLs and IADLs, income) 
greatly reducing the number of indicators that could be included in the final analysis. Further, 
measures of personality and coping that Paul et al. (2012) identified as important for active ageing 
were not included in these Australian datasets. As a consequence, the study relied heavily on 
objectively measurable variables, overlooking subjective assessments that are shown to be highly 
relevant to older adults (Stenner et al., 2011). As a result, the active ageing determinants were not 
fully captured which limited the generalizability of the findings. While the initial objective was to 
run similar analyses in a longitudinal Portuguese dataset, matching active ageing indicators was 
problematic due to the use of different mental health and social support measures. Due to 
limitations associated with the reliance on predetermined survey variables not intended for the study 
of active ageing, the decision was made not to replicate Study 1 in another population. Despite the 
limitations, this study provided a starting point for future research that seeks to quantify active 
ageing by suggesting and testing a theoretically meaningful five-factor model of active ageing in a 
large population-based sample. In order to gain a better understanding of determinants that should 
be prioritized and included in future measurements of active ageing, the next logical step was to 
consult with older adults in different cultural contexts.  
Universal themes of active ageing 
In Study 2 and 3, focus groups were conducted in an Australian and Portuguese sample to 
obtain a deeper understanding of the meaning and relevance of active ageing to older adults. To 
allow for clear comparisons to be drawn, the same methodology and translated interview schedule 
was used in each study. The comparative study (Study 3) was the first of its kind to examine active 
ageing using focus groups methods in two cultural contexts. The mixed-methods approach that 
included survey data on participants health and wellbeing greatly increased the richness and validity 
of the data, by providing another facet into understanding the role of quality of life and active 
ageing in participants lives. The inclusion of an open-ended questionnaire item adapted from 
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Bowling (2008, 2009) allowed for the direct comparison of written conceptualisations of active 
ageing and themes identified in focus group discussions. Finally, the inclusion of questions 
concerning the availability of resources, added breadth and context to the study by providing 
information about the lived environment of older adults in different cultural settings, and how 
resources effect wellbeing and active ageing.  
Focus group discussions indicated that active ageing was a meaningful concept that was 
understood in terms of four strongly interrelated themes: Psychological Factors, Social Roles and 
Activity, Mental Function and Activity, and Physical Health and Function. The most pervasive 
finding was the frequency in which positive attitude/outlook/state of mind (terms used 
interchangeably) were discussed alongside all other themes. Positivity was strongly linked to 
motivation and coping, helping older adults deal with and overcome health problems, physical 
limitations, and stressful life events. Accordingly, a negative attitude towards ageing affected 
motivation to participate in social, physical and mental activities, life engagement, and overall 
quality of life. Research has long demonstrated the importance of positive attitude, which has been 
shown to be an important subjective measure for overall wellbeing (Nguyen & Seal, 2014), and 
linked to reduced morbidity and mortality (Chida & Steptoe, 2008). In both samples, older adults 
discussed state of mind as something that could be actively altered, which was important in light of 
other aspects of life, such as chronic illness and financial decisions, over which many felt they had 
little control. Above all, conversations emphasized the importance of remaining actively engaged 
that took many shapes and forms depending on an individual’s health, values, and living situation.  
In line with other studies that examined lay perceptions of active ageing, physical health and 
function dominated written understandings of the concept ageing (Bowling, 2008, 2009). While 
optimal health was considered an ideal for active ageing, discussions indicated that this was not a 
qualifier. Written definitions only allowed for a limited examination of the concept, overlooking the 
protective role of psychological wellbeing in the face of health problems (Young et al., 2009). 
Across samples, the majority of participants suffered from at least one chronic condition, many of 
which resulted in physical restrictions that affected social and exercise opportunities, access to 
services, and independence. Despite this, the majority of older adults in both samples considered 
themselves to be ageing actively and reported their health to be quite good. Physical limitations 
were often dismissed as a side effect of old age (Nguyen & Seal, 2014), and social and cognitive 
activities were emphasized as a way to remain active. !
In line with models of successful ageing, coping mechanisms played an important role in 
psychosocial adaption to stressful life events and age-related losses. Rather than focusing on losses, 
older adults emphasized the importance of keeping busy with meaningful activities that were within 
their limits. These findings reflect SOC (Baltes & Carstensen, 1996) that emphasises the importance 
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of minimizing losses and maximizing gains for successful adaption to functional decline. Social 
activity was discussed as important for combating loneliness and isolation, and even minimal 
interactions such as meeting a friend for coffee or relations with family members were considered 
beneficial. Mental activities such as reading, mind teasers, and creative hobbies were also 
frequently discussed as alternatives to physical and social activity in each sample. These findings go 
against traditional models of successful ageing that place health as the sole benchmark of ageing 
well, suggesting that successful adaption to challenges is just as (if not more) important.  
Cultural variants in active ageing themes and availability of resources  
While the general categorizations of active ageing themes were similar in Australian and 
Portuguese groups, cross-cultural comparisons identified variations in subthemes and the 
availability of health, social and financial resources (Cloos et al., 2010). Firstly, differences in 
personal values were evident. Australians strongly valued independence and emphasised the 
importance of having control over health, leisure, and financial decisions. Satisfaction with 
resources was often discussed in terms of whether resources aided or affected opportunities for 
independence. Overall, Australians were very satisfied with these resources, however discussed at 
great length the pros and cons of public versus private healthcare, and the difficulties navigating 
public transportation posed for access to health resources and social activities. Portuguese older 
adults placed less emphasis on oneself and more emphasis a sense of ‘usefulness’ and group 
solidarity. Financial resources were limited leaving older adults with very little options, which may 
explain the higher prevalence of intergenerational living in this sample. Living arrangements in 
each sample created opportunities for social interaction and family interdependence that was linked 
to self-concept and quality of life (Silverstein, 2006), however also brought unique pressures. The 
most significant being the impact caring responsibilities had on the ability of older adults to engage 
in meaningful activities, which affected overall quality of life. Portuguese older adults reported 
overall satisfaction with healthcare resources, however social activities were lacking in remote 
areas. Findings indicated that while active ageing was not explicitly conceptualized in terms of 
available resources, these were shown to influence quality of life and active ageing when limited.  
The qualitative methods used in the current study contributed to understandings of how 
active ageing is experienced at the subjective, individual level, whilst providing a starting point to 
address active ageing among different populations. However, the focus group methodology is not 
without limitations. Firstly, the participants were recruited through non-random sampling methods. 
This may have resulted in the recruitment of self-selected active agers and a subsequent sample of 
high functioning older adults. The focus group studies in this thesis may have benefited from a 
more diverse sample of older adults from different socioeconomic and living circumstances, as it is 
possible that other groups of older adults have different concerns. Group dynamics also limited the 
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quality of data that could be collected on certain issues. As discussed in Chapter 5, Portuguese older 
adults were less likely to offer opinions when another participant was speaking which limited 
understanding about certain issues that were raised. Australian groups had the opposite problem 
where dominant personalities influenced the responses of others, a known limitation of focus group 
methodology (Hollander, 2004). This was especially evident during conversations about sensitive 
topics, which affected the quality of obtained data. Future studies that use individual interviews 
would be beneficial in order to gain a more in depth understanding of the availability of health and 
financial resources and how these impact quality of life and active ageing in different populations. 
While the opinions expressed in these studies are not intended to have statistical generalizability to 
the wider population, findings demonstrate the influence of cultural context and broader socio-
economic factors on active ageing.  
Theoretical implications  
 The studies contained in this thesis present a unique contribution to the understanding and 
measurement of active ageing, and have implications for active ageing research and policy. Firstly, 
measurements of active ageing that rely on a combination of objectively measurable variables (e.g. 
physical health, ADLs and IADLs) underestimate the positive role of subjective assessments on 
overall wellbeing and quality of life. Active ageing was a subjective concept that was influenced by 
physical health and limitations, psychological factors, and support networks that were not always 
visible to others. There was considerable overlap between active ageing themes and lay definitions 
and theories of successful ageing, where older adults understood active ageing in terms of basic 
definitions such as health, psychological mechanisms, social support, and physical and mental 
activity. Enabling features of the environment were also shown to be important to older adults, in 
line with active ageing policy response in Australia, Canada, and Sweden, however little focus was 
placed on productivity that is strongly promoted in Europe. It is recommended that future 
examinations of active ageing include subjective dimensions, in particular: positive attitude, coping 
mechanisms, and personal values; whilst also accounting for broader social factors (e.g. 
intergenerational living) and environmental supports (e.g. availability of resources; Kendig et al., 
1999) that are shown to vary both between and within cultural contexts (Cloos et al., 2010).  
 The active ageing policy agenda aims to realise the potential of older people through 
participation in paid employment or other productive activities that enable them to live independent 
and healthy lives (Zaidi et al., 2013). The specific focus on productivity reflects political concerns 
associated with population ageing and the sustainability of pensions and healthcare. While the 
agenda goes beyond labour force participation, there has been a significant focus on improving 
employment opportunities for older people and adjusting the retirement age. Older people can and 
are willing to remain active despite less than perfect health (Zaidi et al., 2013), however an 
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exclusive focus on productivity is potentially damaging to particular groups of individuals. 
Australians expressed that they would like to see the stigma associated with older workers 
addressed and increased opportunities for paid employment. However, the reality is that many older 
people cannot participate in the workforce due to chronic illness, disability, or primary care 
responsibilities. Furthermore, in light of Portugal’s high unemployment rate older adults were 
concerned about taking opportunities from and further disadvantaging the younger generation who 
are struggling to find employment. Asquith (2008) argues that while some older people would like 
to continue working and have jobs that can continue past retirement age, the promotion of 
additional working years is not suitable for people who hold manual jobs. These findings 
demonstrate that an economic approach to active ageing is too simplistic and runs the risk of further 
marginalising and segregating older adults who do not, and cannot, live up to policy ideals (Arun & 
Çevik, 2011).  
 In recent years there has been an increased focus on unpaid carers in response to concerns 
about the fiscal sustainability of long-term care (Hoffmann & Rodrigues, 2010). While it is 
acknowledged that the active ageing agenda accounts for unpaid productive activities (e.g. caring 
responsibilities and social activities), further recognition of these activities is needed in the form of 
improved resources and government support. Findings from this thesis indicate that older adults 
often provide the primary care for their parents or partners and do not receive adequate financial 
assistance from the government. Older adults often take on caring responsibilities to enable a family 
member to age in place or due to lack of suitable formal care alternatives. These responsibilities 
impact leisure time and can lead to feelings of stress and social isolation, indicating that there is 
need for services to support informal carers (e.g. counselling, respite care), in addition to financial 
supports. These findings have implications for the AAI (Zaidi et al., 2013) that places heavy weight 
on informal care in the Participation in Society domain, further emphasising that high scores on this 
index do not necessarily equate to a high level of wellbeing. Furthermore, the growing trend in the 
number of older people living alone in Europe could have serious implications for formal care 
services in the coming years, and may involve considerable social adjustment, as was indicated 
from Portuguese focus group discussions. To take the pressure off carers and families, there is a 
need for policies that recognise the present and future challenges of informal care. This includes 
policies that ensure the existence of services that: facilitate home caring tasks, address the needs of 
the carer, provide adequate carer allowances, and ensure there are suitable formal care alternatives.  
 Researchers can use thesis findings to inform the development of policies and programs that 
address the specific concerns of older adults in different populations. Practical implications include 
the need for interventions that promote opportunities for engagement in meaningful activities, 
which do not require optimal health or physical capabilities, or substantial financial resources (Buys 
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& Miller, 2012; Reichstadt et al., 2010). There is also value in the development of interventions that 
promote proactive coping to assist with successful adaption to difficulties in later life. Above all, 
when developing active ageing policies and outcome assessments, caution needs to be taken to 
avoid the generalisation of culture-specific values across populations (Nguyen & Seal, 2014), which 
can result in the further marginalisation and exclusion of individuals who do not have access to 
resources that are shown to be important for active ageing (Ranzijn, 2010). In particular, there is 
need for further research that explores the active ageing of CALD groups in Australia. Older people 
from a CALD background in Australia have been found to be at risk for social isolation and lower 
overall wellbeing (Tomaszewski, 2013), which has implications for active ageing. It would be 
especially valuable to examine how active ageing applies to older Aboriginal and Torres Strait 
Islander people, as the life expectancy of these individuals is approximately 10 years less than the 
non-indigenous population (ABS, 2013a). Ranzijn, McConnochie, and Nolan (2009) found that 
Aboriginal elders often live in poverty and lack disposable money to afford recreational 
entertainment; are often the primary care givers for their grandchildren and receive little support; 
and live in isolation as they do not own a car and are unable to access public transportation due to 
health problems. In order for active ageing to be an effective policy tool, it is important that 
Australian ageing policies adequately address the needs and circumstances of older Aboriginal and 
Torres Strait Islander people. Current policies that promote health, independence, and productivity 
run the risk of overlooking the needs of disadvantaged populations. 
Conclusion  
This thesis demonstrates the usefulness of consulting with older adults to learn more about 
active ageing. The anecdotal claims of Australian and Portuguese older adults demonstrate that 
subjective assessments, cultural perspectives, and environmental concerns, shape expectations and 
experiences of active ageing. The findings from this thesis indicate that future measurements of 
active ageing should include subjective assessments and individual values, and account for specific 
factors that challenge the ability of older adults to remain active in different cultural contexts. A 
culture-based approach is suggested for the development of policies and programs that aim to foster 
the active ageing of individuals in different populations. Further research directions include the 
need to examine active ageing in CALD groups and other disadvantaged populations, to ensure that 
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Missing data on variables of interest for men and women 
Variable Men % Women % Total Missing  
Health and social services 
        Access to specialists 679 17 3299 83 3978 
   Ease of seeing GP 700 16 3694 84 4394 
Behavioural determinants 
        Smoking status  704 14 4251 86 4955 
   BMI category 111 3 3645 97 3756 
Personal determinants 
        Subjective health 721 13 4992 87 5713 
   PCS 682 14 4169 86 4851 
   MCS 682 14 4169 86 4851 
   Chronic conditions 720 13 4801 87 5521 
   Vision 720 16 3683 84 4403 
   Hearing 716 16 3683 84 4399 
Physical environment 
        Sleep difficulty 718 13 4803 87 5521 
   Housing situation 658 14 4006 86 4664 
   Living arrangements 722 13 4960 87 5682 
   Fall injury 712 13 4654 87 5366 
   Fall ground 714 13 4654 87 5368 
   Neighbourhood satisfaction  715 13 4056 85 4771 
   Neighbourhood safety  710 15 3930 85 4640 
Social determinants 
        Social interaction 716 15 4074 85 4790 
   Social support satisfaction 715 15 4079 85 4794 
   Marital status 726 13 4843 87 5569 
   Education 725 14 4497 86 5222 
   Gender 726 13 5024 87 5750 
   Area 726 13 5024 87 5750 
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‘Active Ageing’ from the Perspective of Older Australian Men and 
Women 
 
The purpose of the study  
The purpose of this study is to examine older Australian men and women’s perceptions of ‘Active 
Ageing’.  This study is being conducted by Hayley Thomason as part of the requirements for the 
Doctor of Philosophy degree at the University of Queensland under the supervision of Nancy Pachana.   
 
Participation and withdrawal  
Participation in this study is completely voluntary and you are free to withdraw from this study at any 
time without prejudice or penalty. If you wish to withdraw, simply stop completing the exercises. If 
you do withdraw from the study, the materials that you have completed to that point will be deleted and 
will not be included in the study.  
 
What is involved  
Participants are asked to participate in a focus group of approximately seven people and the researcher.  
The duration of the focus group is predicted to be approximately one hour.  Participants will be asked a 
series of questions examining their perceptions of ‘Active Ageing.  At the end of the session 
participants will be asked to anonymously fill out questionnaires concerning their health and quality of 
life. 
   
Risks 
Participation in this study should involve no physical or mental discomfort, and no risks beyond those 
of everyday living.  If, however, you should find any question or procedure to be invasive or offensive, 
you are free to omit answering or participating in that aspect of the study.   
 
Confidentiality and security of data  
All data collected in this study will be stored confidentially. Only members of the research team will 
have access to identified data.  All data will be coded in a de-identified manner and subsequently 
analysed and reported in such a way that responses will not be able to be linked to any individual. The 
data you provide will only be used for the specific research purposes of this study.  
 
Ethics Clearance and Contacts 
This study has been cleared in accordance with the ethical review processes of the University of 
Queensland and within the guidelines of the National Statement on Ethical Conduct in Human 
Research.  You are, of course, free to discuss your participation with project staff (contactable on:  
0424 349 511).  If you would like to speak to an officer of the University not involved in the study, you 
may contact one of the School of Psychology Ethics Review Officers: Jolanda Jetten 
(j.jetten@psy.uq.edu.au, tel 3365 4909), Melissa Johnstone (melissaj@psy.uq.edu.au, tel 3365 4496) or 
Jeanie Sheffield (jeanie@psy.uq.edu.au, tel 3365 6690). Alternatively, you may leave a message with 
Ann Lee (3365 6448, ann@psy.uq.edu.au) for an ethics officer to contact you, or contact the University 
of Queensland Ethics Officer, Michael Tse, on 3365 3924, e-mail: humanethics@research.uq.edu.au 
 
If you would like to learn the outcome of the study in which you are participating, you can contact the 
researcher at the email above after July 2013, and you will be sent an Abstract of the study and 
findings. 
 








Australian Focus Group Questions 
Adapted from Iwamasa and Iwasaki (2011) 
1. What comes to mind when you hear the phrase active ageing? 
2. What are the characteristics of an Australian (or Portuguese) older adult who is ageing 
actively?  
Adapted from Knight and Ricciardelli (2003) 
3. What in your opinion might prevent someone from ageing actively? 
Adapted from Cloos et al. (2010) 
4. What health services are available to you in your area? Which organisations provide these? 
Which of these have you used? For what? 
5. What would you want to see improved in health-care services, to meet the needs of older 
adults? 
6. Are you aware of social activities organised for older people in your area/ Who organises 
these activities? Are you involved in these activities?  
7. What would you like to see improved regarding social activities? 
8. What other sources of income or financial assistance are available to older adults? Which 
organisations provide this assistance? 
9. Are you aware of employment opportunities available to older adults in this country? [If yes 
...] What are these opportunities ? Would you like to see more employment opportunities for 
older adults? 
10. Do you think older adults have enough financial resources in this country? What can be 
done to improve the financial position of older adults? 
11. Is any financial or other assistance available to people who care for older adults at home 
(such as husbands, wives, children, other relatives, neighbours and friends?) How could this 
assistance be improved?  
12. Do men and women receive the same amount of support from these organisations? Why?  
Original question 
13. What changes would you like to see made to improve the lives of older adults in this 


















































































































Portuguese Focus Group Questions 
Questões do Focus group: 
1. What comes to mind when you hear the phrase active ageing? 
O que lhe vem à cabeça quando ouve as palavras “envelhecimento ativo”? 
2. What are the characteristics of an Australian (or Portuguese) older adult who is ageing 
actively?  
Quais são as características que têm os idosos Portugueses que estão a envelhecer 
activamente? 
3. What in your opinion might prevent someone from ageing actively? 
Na vossa opinião, o que é que pode impedir alguém de envelhecer ativamente? 
4. What changes would you like to see made to improve the lives of older adults in this 
country? How would these changes better meet your needs? Why? 
Que mudanças gostariam de ver acontecer em Portugal, de forma a melhorar a vida 
das pessoas mais velhas? Como poderiam essas mudanças responder melhor às 
necessidades dessas pessoas? Porquê? 
5. What health services are available to you in your area? Which organizations provide these? 
Which of these have you used? For what? 
Que serviços de saúde estão disponíveis na vossa zona de residência? Que organizações 
é que disponibilizam estes serviços? Quais destes é que vocês já utilizaram? Para quê? 
6. What would you want to see improved in health-care services, to meet the needs of older 
adults? 
O que gostaria de ver melhorado nos serviços de saúde, de forma a melhor responder 
às necessidades das pessoas mais velhas? 
7. Are you aware of social activities organized for older people in your area (church, leisure, 
art, physical exercises, games, crafts, dance, education, workshops)? Who organizes these 
activities? Are you involved in these activities?  
Têm conhecimento de atividades sociais organizadas para pessoas mais velhas na vossa 
área de residência (igreja, lazer, artes, exercício físico, jogo, pintura, dança, 
educação/formação, workshops)? Quem organiza estas atividades? Vocês estão 
envolvidos nestas atividades? 
8. What would you like to see improved regarding social activities? 
O que gostaria de ver melhorado relativamente às atividades sociais. 
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9. What other sources of income or financial assistance are available to older adults? Which 
organizations provide this assistance? 
Que outras fontes de rendimento ou assistência financeira estão disponíveis para as 
pessoas mais velhas? Que organizações disponibilizam esta assistência? 
10. Are you aware of employment opportunities available to older adults in this country? [If yes 
...] What are these opportunities ? Would you like to see more employment opportunities for 
older adults? 
Tem conhecimento sobre oportunidades de emprego para pessoas mais velhas em 
Portugal? [Se sim…] Quais são estas oportunidades? Gostaria de ver mais 
oportunidades de emprego para as pessoas mais velhas?  
11. Do you think older adults have enough financial resources in this country? What can be 
done to improve the financial position of older adults? 
Considera que as pessoas mais velhas têm condições financeiras suficientes neste país? 
O que pode ser feito para melhorar a posição financeira das pessoas mais velhas?  
12. Is any financial or other assistance available to people who care for older adults at home 
(such as husbands, wives, children, other relatives, neighbors and friends?) How could this 
assistance be improved?  
Existe algum apoio financeiro ou outro tipo de assistência para as pessoas que cuidam 
dos idosos em suas casas (ex. maridos, esposas, filhos, outros familiares, vizinhos e 
amigos)? Como é que acham que se poderia melhorar esse apoio/assistência? 
13. Do men and women receive the same amount of support from these organisations? Why?  




























Por favor, leia com atenção a seguinte informação. Se achar que algo está incorrecto ou que não está claro, não 
hesite em solicitar mais informações. Se concorda com a proposta que lhe foi feita, queira assinar este documento. 
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